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Greig, D. M.: ‘Traversing Wounds of the Orbit. 
Edinburgh M. J., 1924, 0.S. Xxxi, 241. 


Greig reports a case of traversing wound of the 
orbit which resulted in a temporary ipsolateral 
abducens paralysis, temporary and slight paresis of 
the contralateral oculomotor and facial nerves, and 
an ataxiform tremor of the ipsolateral limbs. 

The injury was produced by an umbrella rib 
which entered the superior orbital fissure and passed 
lateral to the internal carotid artery between this 


artery and the abducens nerve. The nerve was not 
transfixed or torn, but the contact was evidently 


sufficiently direct to stretch it. The umbrella rib 
then passed through the left cerebral peduncle in the 
region of the red nucleus and the substantia nigra. 

The strain on the trunk of the abducens nerve 
doubtless injured its deep nucleus in the tegmentum. 
The slight contralateral facial affection was explained 
by the subsequent reactionary oedema since the 
intrapontine motor portion of the facial nerve loops 
around the abducens nucleus. The very temporary 
nature of the imperfect facial paresis made it seem 
probable that the factor responsible was oedema 
rather than hemorrhage. 

The injury to the cerebral peduncle and the con- 
sequent reactionary oedema would explain the slight 
and temporary affection of the contralateral oculo- 
motor nerve, as some of the fibers, in going to the 
opposite eye, pass through this part of the brain. 

The internal capsule and the optic thalamus were 
not involved in the injury. Therefore hemiplegia did 
not occur, sensation was not affected, and subse- 
quent contraction was prevented. Neither was there 
any evidence of immediate injury to the optic nerve, 
tract, or chiasma. The ataxiform tremor of the 
ipsolateral limbs must have been due to injury 
about the right red nucleus. The severity of the 
initial shock was explained by the relations of the 
part of the brain injured. 
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Wounds of the orbit in general the author divides 
into traversing and non-traversing wounds. ‘Tra- 
versing wounds of the orbit may be extremely small, 
but they endanger the structures at the apex of the 
orbit, in the superior orbital fissure or in the brain 
itself. Non-traversing wounds often give more 
external evidence and may even appear very danger- 
ous but need not cause serious anxiety. 

The author cites some of the classical cases in the 
literature and summarizes several experiments per- 
formed by Martial on the cadaver to determine what 
structures would be injured by a rod passed in 
several different directions. The findings of Mar- 
tial’s investigations were as follows: 

A rod passed along the mesial wall of the orbit and 
through the superior orbital fissure injured succes- 
sively the lower border of the chiasma, one mammil- 
lary body, the cerebral peduncle, the tissues under 
the splenium of the corpus callosum, the occipital 
lobe, and the second temporosphenoidal convolution. 

A rod passed along the floor of the orbit through 
the superior orbital fissure injured successively the 
point of the temporal lobe on the inferior surface of 
the brain, the caudate nucleus, the right lateral 
ventricle, and the calcarine region. 

A rod passed along. the lateral half of the lower 
border of the orbit injured successively the peduncle 
and the cerebellum. 

rod passed so that it entered the brain just in 
front of the Sylvian fissure injured the cerebral 
tissue along the superior temporal sulcus below the 
second temporal and in the first temporal convolu- 
tion, and then passed out of the brain and re-entered 
it, transfixing the second occipital convolution. 
These injuries cause aphasia, epilepsy of the facial 
type, facial and lingual hemiplegia, word deafness 
ery occipital injury, and impairment of the visual 

eld. 


A rod passing along the floor of the orbit from 
below upward and mesially injured the inner part of 
the sphenoidal lobe, passed under the optic tract 
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and through the mammillary tubercle, and penetrat- 
ed the cerebral peduncle from its antero-inferior 
aspect to its posterosuperior aspect. These injuries 
result in hemiplegia and hemianopsia. 

A rod passed along the floor of the orbit horizon- 
tally injured successively the optic tract, the cerebral 
peduncle, and the internal capsule. 

A rod passed along the floor of the orbit horizon- 
tally injured the central gray nuclei, especially the 
corpus striatum and the optic thalamus, and de- 
stroyed the optic tract. 

A rod passed through the orbit in a direction other 
than those mentioned injured successively the 
temperosphenoidal fissure, the gray substance, the 
internal capsule, the optic tract in the white sub- 
stance, the lateral ventricle, and the tissues around 
the cuneus. 

Grieg offers the following conclusions: 

1. Traversing wounds of the orbit are to be dis- 
tinguished from merely penetrating wounds. 

2. Traversing wounds which leave the orbit 
through the pars orbitalis of the frontal seem trivial 
at first but are generally fatal. 

3. Traversing wounds which leave the orbit 
through the superior orbital fissure seem very seri- 
ous at first but are usually followed by recovery 
with some impairment of cerebral function. 

Orto M. Rott, M.D. 


EYE 


White, D. W., and White, P. C.: The Medical and 
Surgical Treatment of Trachoma. Texas State 
J. M., 1924, xx, 33- 


This is a rather short summary of the conclusions 
drawn from a very extensive experience in the 
medical and surgical treatment of trachoma. The 
authors speak of more than 60,000 operative cases. 
They believe that trachoma is a combined infection 
which is not always due to the same combination of 
organisms; that it is a local rather than a general 
infection; that much careful work is still necessary 
before conclusions can be drawn as to its etiology; 
that the amount of hypertrophy and sequential scar 
tissue depend somewhat on the strain of the virus; 
and that the success of drug treatment depends on 
the strain of the virus and whether or not the condi- 
tion is true trachoma. ‘Any astringent drug is 
harmful if it causes the formation of cicatricial 
tissue.” The authors have used many drugs but 
regard silver nitrate as the best. 

Radium, glandular therapy, injections of milk or 
phylacogen, and conjunctival injections of cyanide 
of mercury are not helpful. The authors mention 
many drugs they have used and discuss their experi- 
ences with them. They review briefly also the num- 
erous operative procedures they have tried and 
discuss those that proved of value under certain 
circumstances. They found combined excision bene- 
ficial and give fifteen reasons why they recommend it. 

The points emphasized in the summary of the 
article are the following: 
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1. Careful operative treatment is very helpful if 
it is followed by long-continued drug treatment. 

2. Astringents reach only the superficial tissues. 

3. Trachoma is infectious chiefly in the so-called 
acute stages. 

4. Infection is transmitted most commonly by 
school desks, bed linen, and rubbing of the eyes. 

Tuomas D. ALLEN, M.D. 


James, R. R., and Colledge, L.: Lupus of the 
Lachrymal Sac. Brit. J. Ophth., 1924, viii, 165. 


In the case reported, the lupus involved the skin 
of the nose in only a small area, but there was 
extensive involvement of the mucous membrane 
and submucous tissues of the nose and the region 
of the lachrymal sac. Tissue removed at operation 
was found filled with giant-cell systems characteris- 
tic of tuberculosis, and guinea pigs injected with it 
developed the changes characteristic of tuberculosis. 

Tuomas D. ALLEN, M.D. 


Copps, L. A.: The Early Treatment of Injuries to 
the Eyeball. J.-Lancet, 1924, xliv, 270. 


Proper early treatment of wounds of the eyeball 
is extremely important in the prevention of perman- 
ent disability and the promotion of rapid healing. 
Therefore all injured eyes should be treated from the 
first by eye specialists. Since this is not always pos- 
sible, all practitioners should know something of the 
treatment of eye injuries. 

A great deal of damage may result from the care- 
less or improper removal of foreign bodies from the 
cornea. To guard against infection and resulting 
corneal ulcer the following measures are to be 
recommended: 

1. Anesthesia. Drugs which do not soften the 
cornea are preferable to cocaine. 

2. Asepsis. 

3. Antisepsis. Careful removal of all foreign sub- 
stance and all burned or devitalized tissue followed 
by the instillation of an antiseptic. 

4. Bandaging. A bandage is essential if the 
epithelium is injured. 

5. Observation. Observation should be continued 
until healing is complete. The cornea should be 
carefully examined with the aid of fluorescein. 

In cases of chemical burns the irritating agent 
should be removed at once by thorough irrigation 
with a neutralizing solution. In all burns. pain may 
be alleviated by instilling 1 per cent holocaine in 
liquid albolene. The oil acts as a lubricant, prevent- 
ing irritation of the cornea by the roughened tarsal! 
conjunctiva. 

Severe injuries are classed in two large groups, viz., 
those in which the eyeball is not ruptured and those 
with rupture or penetration. Copps insists that 
these cases should be seen early by the ophthalmic 
surgeon as great damage may be done by rough hand- 
ling, improper dressing, or physical exercise. The eye- 
lids must be handled carefully and the eye placed at 
rest by keeping the patient quiet, preferably in bed, 
and applying a well-fitting pressure bandage. 
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Luedde, W. H.: Factors Determining the Choice of 
Operation in Glaucoma. Am. J. Ophth., 1924, 
3 S. VU, 353- 

It is generally believed that the establishment of 
the permanent drainage essential for the cure of 
glaucoma is best assured by a filtering cicatrix 
covered by the conjunctiva and the superficial lamel- 
le of the cornea at the limbus, combined, in most 
cases, with an aseptic iridectomy maintaining a free 
passage from the circumlental space into the anterior 
chamber and, if possible, into the canal of Schlemm. 
Luedde gives the following rules for the procedure 
he uses: 

Make a large, thick conjunctival flap according to 
Elliot’s method. Split the cornea at the limbus for 
1or2mm. Make a 2-mm. wide, oblique keratome 
incision through the cornea into the anterior chamber 
at the lower margin of the flap (tiny beveled, valve- 
like perforation). Enlarge the initial opening later- 
ally with the round tip of a thin-bladed scissors 
(“‘winged” keratome incision). A large or small 
iridectomy may be done or none at all. In addition 
to a simple iridectomy, detachment of the ciliary 
body from before backward, according to Torok’s 
method may be done. 

Special emphasis is placed on the element of 
safety provided in this operation by the gradual re- 
duction of excessive intra-ocular tension through 
the small initial keratome incision when slight 
pressure is made on the upper lip of the opening 
with a spatula. L. L. McCoy, M.D. 


Cords, R.: Cyclodialysis the Best Operation for 
Simple Glaucoma. Am. J. Ophth., 1924, 3 s. vii, 
341. 

Cords considers cyclodialysis the best operation for 
simple glaucoma. This conclusion is based on his 
experience with iridectomy, sclerectomy, and tre- 
phining at the University Clinics in Leipzig, Bonn, 
and Cologne. For cutting the sclera he uses a Graefe 
knife instead of a keratome. In separating the ciliary 
body from the sclera he employs Elsching’s stylet. 
For several days after the operation, he performs 
careful massage. The operation is done in all cases 
with a constant or periodical increase in the tension 
and in the cases of patients who are not careful in 
the use of miotics. ‘Cords regards cyclodialysis as 
the best operation because: 

1. It is easy and without danger. 

2. There are few postoperative complications. 

3. The effect of the procedure on the tension and 
vision are very satisfactory. 

4. One operation is usually sufficient, and if it is 
not, the procedure can easily be repeated. 

5. In refractory cases any other operation can be 
done afterward. 

Complications following cyclodialysis are few and, 
with the exception of one, increasing tension, are 
unimportant. An increase in the tension usually 
begins to decrease again on the second or third day, 
but in rare cases this occurs only after the eighth or 
tenth day. In some instances the influence of the 
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operation on tension is sometimes only transitory, a 
late increase being observed after weeks or months. 
After iridectomy, an increase is very common. A 
lasting good result is obtained by iridectomy in from 
15 to 71 per cent of the cases. Cyclodialysis gives 
such a result in 58 per cent of the cases. 

In conclusion the author makes the following 
statement: 

dangers of cyclodialysis are so few the 
results are so encouraging in glaucoma simplex that 
in my opinion the operative treatment should always 
be commenced with this operation.” 

L. L. McCoy, M.D. 


Gifford, S. R.: A Further Note on Ocular Sporotri- 
chosis. Arch. Ophth., 1924, liii, 264. 

In the case reported a pimple appeared spontan- 
eously over the lachrymal region and increased in 
size until it involved one-third of the lid and formed 
a fistula at the inner angle. The tear passages were 
not affected. Cultures showed sporothrix colonies. 

Large doses of potassium iodide were given in- 
ternally, the area was soaked with Lugol’s solution, 
and 4 minims of a 7 per cent solution of potassium 
iodide were injected with 2 per cent cocaine about 
the lesion. Healing occurred in six weeks. 

Vircit Wescott, M.D. 


Butler, T. H.: Observations on the Practical Value 
of the Slit Lamp. Brit. M. J., 1924, i, 943. 


The use of the slit lamp supplements our older 
technique of examining the eye, but does not super- 
sede it. Butler describes in detail his method of 
examining the cornea, anterior chamber, iris, lens, 
vitreous, and retina, and in nineteen photographs 
shows some of the normal and pathological condi- 
tions seen with the slit lamp. 

Ausrey H. PemsBer, M.D. 


Butler, T. H.: On the Visibility of the Actual Blood 
Stream with the Ordinary Loupe. Arch. Ophth., 
1924, liii, 267. 

Butler has found it possible to study the blood 
stream in the vessels of the anterior segment of the 
globe by focal illumination and the ordinary loupe 
as well as by means of the more expensive slit lamp 
which causes dazzling that is annoying to the patient. 
By the substitution of a point of light lamp for the 
slit lamp and the use of a condensing lens free from 
aberration, retro-illumination is obtained from reflec- 
tion on the iris and the column of blood in pannus 
may be studied. Vircit Wescott, M.D. 


Byers, W. G. M.: A Case of Encapsulated Angioma 
of the Orbit. Arch. Opth., 1924, liii, 280. 


The author removed an encapsulated angioma 
from the orbit of a man who stated that the growth 
had developed to its present size in two years. The 
unusual features of the case were that the tumor 
developed in the anterior portion of the orbit and 
the connective tissue elements of this angioma as 
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represented by the capsule and trabecule were very 
marked. 

In support of the contention that there is a con- 
nection between the location of angiomata and the 
vascular supply of the orbit and between the histo- 
logical character and the distribution of the connec- 
tive tissue of the orbit, Whitnall adds a summary of 
the anatomical findings in the orbit. 

VirciIt Wescott, M.D. 


EAR 


Ersner, M.S.: Studies of Mastoid Disease by the 
X-Rays, with Clinical Observations and Opera- 
tive Findings. Laryngoscope, 1924, xxxiv, 321. 

Pfahler, G. E.: Studies of Mastoid Disease by the 
X-Rays, with Operative Findings: Demon- 
stration of a Special Localizer. Laryngoscope, 
1924, XXXIV, 339. 

ERSNER states that the X-ray makes possible a 
comparative study of the normal and the diseased 
mastoid, shows the type of mastoid, the topograph- 
ical and regional anatomy, the cellular distribution, 
the type of cells, and the position of the sinus and its 
surrounding areas, and aids in the diagnosis of 
atypical mastoiditis, cavity formation, perisinus 
abscess, epidural abscess, bilateral suppuration, and 
sclerotic mastoid. 

He reports nineteen cases, giving the history and 
the clinical, roentgen, and operative findings. His 
conclusions are as follows: 

1. X-ray examination is indicated as a routine 
measure. 

2. It is important to cleanse the area to be X- 
rayed as ointments which have been used may con- 
tain metallic substances which will produce shadows. 

3. The progress of mastoid disease can be watched 
by means of X-ray examinations made at three-day 
intervals. 

4. When the lateral sinus shows haziness or com- 
pletely disappears from view under conservative 
treatment, necrosis of the anterior bony wall with a 
perisinus abscess may be suspected. ; 

5. It is especially important for the novice to 
take routine X-ray examinations as from these he 
will learn the topographical and regional anatomy 
of the mastoid. 

6. The angle from which the mastoid picture was 
taken must be understood as otherwise the clinician 
will misinterpret some of the shadows. 

7. Cavity formation appears as a blurred area 
without septa and with very indistinct edges. A 
large normal cell shows distinct edges and septa. 

8. In the cases of children the administration of 
chloroform may be necessary to obtain good 
roentgenograms. 

9. In children, in which the cells are not fully 
developed, plates of the posterior canal wall should 
be studied as in this area the bone is thickened, the 
antrum has one or two cells, and any disease present 
will be visible. 

10. In mastoid disease both mastoids should be 
X-rayed and compared. 
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11. In bilateral suppuration both plates shoul 
be studied and the side showing the most advance: 
disease should be operated upon first. 

12. The operative findings in one mastoid wil] 
usually aid in the interpretation of the plates of the 
opposite side and in the decision as to the procedure 
to be followed on the other side. 

13. Repeated roentgen examinations will show 
whether the disease is at a standstill or is progressing 
or is undergoing sclerosis. 

14. The operative findings often do not agree 
with the roentgen picture because after the roentgen 
examination has been made the operation is delayed. 

PFAHLER states that the mastoids are generally 
symmetrical and are of two types: (1) non-cellular 
mastoids which have three subtypes—the unde- 
veloped or infantile, the diploetic, and the sclerotic: 
(2) pneumatic or cellular mastoids. A satisfactory 
roentgenogram shows the external auditory meatus, 
the internal meatus, the mastoid antrum, the tem- 
poromaxillary joint, and usually the outline of the 
lateral sinus as well as the middle and posterior 
cranial fosse. 

Successful roentgenographic examination depends 
upon good films, correct interpretation, and proper 
correlation of the X-ray and clinical evidence. 
Good films are dependent upon absolute fixation of 
the head, the passage of the central ray directly 
through the auditory canal, sharpness of detail, and 
proper exposure. Manrorp R. Wattz, M.D. 


Milligan, Sir W.: The Surgical Treatment of 
Suppurative and Certain Non-Suppurative 
Affections of the Labyrinth. J. Laryngol. & 
Otol., 1924, XXXix, 245. 


The author describes the various types of laby- 
rinthitis and briefly outlines his method of dealing 
with each. 

The fact that one segment of the labyrinth is 
involved does not necessarily mean that the disease 
has extended to the others; therefore if surgical 
measures are indicated, care should be taken to 
disturb the non-infected or only partially infected 
area as little as possible. 

As a rule purulent disease of the internal ear re- 
sults from disease of the middle ear, and then usually 
from one of the chronic infective processes and 
seldom from the acute infective processes. 

Labyrinthitis associated with an acute middle ear 
infection is almost invariably of the acute serous 
variety. 

In cases of circumscribed labyrinthitis erosion of 
the external semicircular canal is the most frequent 
portal of entry of the infection. In cases of diffuse 
purulent labyrinthitis the portal of entry is usually 
the fenestra ovalis. 

While cases of circumscribed labyrinthitis should 
be left alone, cases of diffuse purulent labyrinthitis 
call for prompt and efficient surgical treatment. 

When the static labyrinth appears to be the site 
of the purulent process it is the author’s custom 
freely to ablate the static segment and remove 
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merely the pars promontoria without disturbing or 
in any way interfering with the columella. 

In the cases of apparently healthy persons with 
sudden and violent attacks of vertigo, sickness, 
tinnitus, and loss of hearing, partial or complete 
destruction of the labyrinth is done. In a series of 
twenty such cases there were no deaths. The vertigo 
was cured completely in all, and the tinnitus in 
about 40 per cent. The tinnitus was partially re- 
lieved in 20 per cent and not relieved in 40 per cent. 

B. Stark, M.D. 


Kerrison, P. D.: The Treatment of Deafness. Med. 
J.& Rec., 1924, Cxix, 433. 


The author believes that whatever increases the 
general vitality tends to improve audition, and 
whatever gain in hearing accrues from such means 
must be attributed to better function of the nerve 
rather than improvement in sound transmission. 

In the treatment of deafness all sources of infec- 
‘ion, nerve depression, or injury should be removed. 

In Kerrison’s opinion, routine catheter inflation is 
dangerous to hearing as it may cause pathological 
changes in the membrana tensa. Routine or too 
frequent use of eustachian bougies or sounds is also 
not without risk as it may result in subacute reac- 
tions in the tubal mucosa. 

In the treatment of advanced deafness it is 
necessary to bear in mind that the acoustic nerve is 
involved as well as the conducting mechanism. In 
attempts to treat affections of the acoustic nerve 
care must be taken to avoid injuring the conducting 
mechanism. In selected cases the acoustic nerve 


may be treated by stimulation, the administration 


of drugs, the elimination of injurious agencies, and 
regulation of the patient’s mode of life. 
James C. Braswe M.D. 


NOSE AND SINUSES 


Dowling, J. I1.: The Relation of the Maxillary Sinus 
to Ocular Diseases. Laryngoscope, 1924, xxxiv, 167. 

Crane, C. G.: Nasal Accessory Sinus Infection and 
Orbital Disease. Laryngoscope, 1924, xxxiv, 174. 


Dow Nc states that in the phlyctenular variety 
of ulceration seen in children, it is important to in- 
vestigate the condition of the accessory sinuses, for 
not infrequently the antra or ethmoids will be found 
infected. In adults, infection of the antra is the 
etiological factor more often than ethmoidal infection. 

Cases of congestion of the frontal sinuses or anteri- 
or ethmoidal cells frequently show congestion of the 
upper half of the scleral conjunctiva with oedema of 
the upper lid. Infection of the maxillary sinus is 
often associated with involvement of the lower half 
of the scleral conjunctiva and possibly with oedema 
of the lower lid. 

Unilateral prominence of the eye may be due to an 
orbital abscess secondary to an infection of the 
frontal or maxillary sinus or of the ethmoidal cells. 

As the maxillary sinus often is the chief factor 
promoting chronicity of disease of one or more of 
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the sinuses, ocular complications will be relieved 
only after the maxillary sinus infection has been 
overcome. With relief of the maxillary disease, 
drainage of the anterior ethmoid cells and frontal 
sinus is often re-established without any operative 
procedure for that purpose. 

Crane states that orbital cellulitis is a direct ex- 
tension of infection from the ethmoidal area. The 
bony partition separating the ethmoidal and sphe- 
noidal cells from the orbit and optic nerve canal is 
thin, and the periosteum on either side is connected 
by numerous diploic veins. The periosteum in the 
optic canal is inseparable from the sheath of the 
optic nerve and in some cases there is a dehiscence 
of the bony wall between the optic nerve and some 
of the cells mentioned. Another factor favoring the 
spread of infection is the relationship of the blood 
vessels of these parts. In cases of orbital disease of 
nasal sinus origin Crane exenterates the spheno- 
ethmoidal cell area completely. 

B. Stark, M.D. 


MOUTH 


Brophy, T. W.: Fundamental Principles and Re- 
cent Conclusions in the Surgery of Congenital 
Cleft Palate. Minnesota Med., 1924, vii, 327. 


In order to obtain the best results in speech and 
facial contour in cases of congenital cleft palate, 
operation should be performed early. Brophy’s 
technique is divided into four stages: (1) freshening, 
approximation, and immobilization of the cleft 
bones, (2) closure of the lip, (3) closure of the soft 
palate, and (4) elevation of the nose if flattening 
resulted when the premaxilla was moved back. 

The freshening, approximation, and immobilization 
of the cleft bones should be done as soon after birth 
as is expedient. The most satisfactory period is 
between the fourth and the tenth weeks since, in an 
otherwise normal child, all functions of the body 
have become fairly well established by that time. 

Closure of the lip should be done in from six to 
ten weeks after the bones have been approximated. 

Closure of the soft palate should be deferred until 
just before speech is attempted. That is, it should 
not be done earlier than the eighteenth month. 

Protruding premaxille should be treated as a 
recent fracture. Under no circumstances should 
the premaxilla be removed as these bones, together 
with the teeth which they embrace, give a normal 
contour to the face and their loss means prognathism 
with its unsightly deformity. In prognathism the 
upper lip recedes, the nose becomes broadened and 
flattened, and the upper arch becomes contracted 
so that the upper teeth occlude on the lingual sur- 
faces of the lower teeth. 

The premaxillary bone should be moved into 
place and immobilized after freshening of the sur- 
faces which are to come in contact. The compact 
bone should be removed. The soft tissues covering 
the bones should be sutured with horsehair. Divi- 
sion of the vomar and moving of the premaxilla 
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- back without any attempt to unite the maxilla can- 
not produce a normal arch and may be likened to 
the treatment of a fracture elsewhere without assur- 
ing bony contact. Matruew N. Feperspret, M.D. 


Pettit, J. A.: Malignancies of the Oral Cavity. 
Northwest Med., 1924, xxiii, 153. 

In cases of malignant tumor in and about the 
oral cavity there is almost invariably a history of 
chronic irritation preceding the development of the 
neoplasm. 

A greater number of slowly growing or relatively 
benign malignant tumors occur in the oral cavity 
than in any other part of the body. 

In malignancy of the oral cavity, metastasis 
beyond the cervical lymph collar is rare. Not more 
than 10 per cent of persons who die of cancer of the 
oral cavity present other lesions than those which 
develop by continuity of tissue and cervical malign- 
ant lymphadenoma. 

The percentage of cure is higher for cancer of the 
lip than for cancer in any other location. 

In a series of 3,889 cases of cancer of the lips and 
cheek, Brewer found that cancer of the lower lip 
occurs twelve times as frequently as cancer of the 
upper lip. 

In cancer of the lip, tongue, or floor of the mouth, 
the cervical lymphatic glands are involved early, 
whereas in cancer of the mucous membranes of the 
cheek or of the gum, they usually do not become 
involved until late. Wiuiam B. Stark, M.D. 


PHARYNX 


Lott, H. H.: Tonsillar Focal Infections: A New 
Diagnostic Point. Surg. Clin. N. Am., 1924, iv, 
66. 


The author has found that in such conditions as 
arthritis and neuritis tonsillectomy gives good results 
when the infecting organisms are streptococci, but 
that when the tonsillar focus shows chiefly staphy- 
lococci and pyogenic organisms other than strep- 
tococci a cure is not obtained. 

The new diagnostic point to which Lott calls 
attention is the appearance of the inflammatory 
zone on the anterior pillar in front of the tonsil. 
In steptococcic infections the anterior pillars show a 
narrow, sharply limited, and very dark red zone, 
while in infections in which streptococci do not 
predominate there is a broader and paler red zone 
which fades off gradually into the velar mucosa 
without any perceptibly defined border. Two cases 
are reported to illustrate these findings. 

FrencH K. HAnseL, M.D. 


Indications for Tonsillectomy, 


Lansdown, G. H.: 
Canadian 


with a Criticism of the Operation. 
M. Ass. J., 1924, xiv, 379. 
The author gives the indications for tonsillectomy 
as follows: 
1. Tonsils which interfere with respiration, de- 
glutition, or voice production. 
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2. Tonsils which interfere with the normal pas- 
sage of air into and from the middle ear by way o/ 
the eustachian tube, either by displacement of the 
palate or by direct obstruction. 

3. Tonsils which are a focus of infection as indi- 
cated by cultures. 

The operation should be preceded by thorough 
cleansing of the teeth and mouth. 

A competent anesthetist and the use of the finger 
dissection method of enucleation are essential for 
successful results: STEPHEN A. ScHusTER, M.D. 


Wright, A. J.: Specimen, Section, and Drawing of 
a Case of Mycosis Fungoides Involving the 
Pharynx and Larynx. Proc. Roy. Soc. Med., Lond., 
1924, xvii, Sect. Laryngol., 44. 

The patient from whom the specimen was taken 
was a man 34 years of age who consulted Wright 
first on October 22, 1923, for huskiness of the voice. 
Examination at that time revealed small tumors in 
the false vocal cords. The pharynx was clear. Two 
weeks later the nasopharynx was blocked. Death 
occurred from exhaustion and asphyxia, December 
13, 1923. In addition to general enlargement of the 
lymphatic glands and multiple tumors in the skin, 
pharynx, and larynx, there was involvement of the 
mucosa of the bronchi. Orto M. Rort, M.D. 


Mycosis fungoides of the pharynx. 
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SURGERY OF THE 


NECK 


Saberton, C. W. S.: The X-Ray Treatment of 
Hyperthyroidism. Brii. M.J., 1924, i, 661. 


Fourteen years’ experience in the roentgen treat- 
ment of hyperthyroidism has convinced the author 
of the value of this treatment. In three of every 
four cases of female patients in whom the disease 
has not lasted long enough to produce myocardial 
degeneration there is recovery of the general health 
and functional activity of the gland. As a general 
tule, males do not respond so readily. In some of the 
cases which fail to respond to radiation other endo- 
crine glands are probably involved; in all cases it is 
wise to include in the field of radiation the area of 
the thymus gland. 

In doubtful cases, roentgenotherapy is not ad- 
visable unless the basal metabolic rate indicates 
definitely that the condition is hyperthyroidism. 
The determination of the basal metabolism is of 
value also as a guide to the progress of the case. 

Although the enlarged thyroid gland may not be 
reduced in size by radiation, and although the 
exophthalmos frequently persists, the pulse rate 
becomes slower and the dyspnoea, tremors, exces- 
sive perspiration, insomnia, and general malaise 
gradually disappear and the patient gains weight. 
The weight goes up as the pulse comes down, and a 
careful record of these serves as a guide to progress. 

The following technique has given good results: 

Two-thirds or three-fourths of a Sabouraud B 
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dose measured after filtration through 2 mm. of 
aluminium given with a Coolidge tube backing up 
a g-in. spark gap, is applied to each side of the neck 
once a week. From twenty to thirty radiations are 
given in the average case. Radiation is stopped 
before the heart comes down to normal, as its 
effect is cumulative and continues for several weeks 
after it has been stopped. 

Several illustrative cases are cited. In about 75 
per cent of the cases treated, there was marked 
improvement, and in about 50 per cent the symp- 
toms of hyperthyroidism disappeared. 

Untoward effects were noted in only a few in- 
stances. One patient treated twelve years ago, when 
the technique had been less perfected, developed a 
serious skin lesion. Two others showed evidences of 
myxcedema after the treatment but it was highly 
improbable that the radiation was the cause in 
either case. Roentgen therapy was found unsat- 
isfactory in cases in which symptoms of hyper- 
thyroidism supervened upon an old, large paren- 
chymatous, adenoparenchymatous, or cystic goiter. 
These cases should be referred to the surgeon, espe- 
cially if there is pressure on the trachea. 

Having observed the undoubted value of care- 
fully applied roentgen-ray treatment in Graves’ 
disease, the author believes that, because of its 
risks, operative treatment should never be under- 
taken until the X-ray has been given a fair trial and 
has caused no improvement. 

Hartunc, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Trotter, W.: Certain Minor Injuries of the Brain. 
Brit. M. J., 1924, i, 816. 


The author discusses serious headache as a sequel 
of-slight or apparently trivial head injuries. 

There are two principal types of cases of minor 
head injury without fracture of the skull. In one, 
the accident is a fall on the head causing momentary 
unconsciousness followed by dizziness and headache 
which usually cease in a few hours. In the other 
type of head injury the violence is limited to a cer- 
tain area of the skull, loss of consciousness does not 
occur, and only minor functional disturbances are 
manifest. 

Traumatic headache may continue from the time 
of the accident, but more commonly begins with the 
resumption of active life. It occurs in attacks lasting 
for from a few hours to several days. Exertion, 
excitement, anxiety, fatigue, etc., initiate or increase 
the pain and sound sleep will often cause its disap- 
pearance. As a rule, physical examination reveals 
nothing of consequence. 

The author believes that this type of headache 
has a definite organic basis such as the stretching of 
the meninges from oedema or hemorrhage, changes 
in the intracranial pressure, or distortion of the 
skull. It is not due to psychoneurosis since, in the 
production of a neurosis, actual memory of the 
accident is essential. 

In the prevention of this malady a definite period 
of rest in bed following a concussion of the brain and 
very slow resumption of duties are essential. Even 
with adequate initial treatment headache may occur 
and further rest periods may be necessary. A right 
subtemporal decompression is practically always 
successful, but in some cases a decompression over 
the contused area is indicated. 

P. VAN WAGENEN, M.D. 


Sajous, C. E. de M.: The Hypophyseobasal Area in 
Its Relation to the Pathogenesis and Treat- 
ment of Diabetes Insipidus and Polyuria 
(Including a Study of Thirty Autopsies). Am. 
J. M. Sc., 1924, clxvii, 679. 

Recent experimental work has demonstrated that 
the generally accepted theories regarding the func- 
tions of the posterior lobe of the hypophysis are 
erroneous. 

The investigations of Camus and Roussy and 
others did not prove that the posterior lobe of the 
hypophysis takes no part in the pathogenesis of 
diabetes insipidus or polyuria; they show only that 
lesions of the tuber cinereum can provoke these 
disorders, and that the latter can be produced with- 
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out the participation of a secretion from the hy- 
pophysis. 

At the base of the brain is a nuclear aggregate 
which the author calls the ‘“hypophyseobasal area.”’ 
This is the central starting point of a nerve path 
which descends to the kidneys by way of the bulb, 
the cord, and splanchnic nerves. 

Experimental data show that the inhibition or 
arrest of physiological impulses through the hypo- 
physeorenal path to the vessels of the kidneys 
causes passive dilatation of these vessels with result- 
ing abnormal excitation of the renal cells by the 
excess of arterial blood and, as an. end-result, 
polyuria. 

The beneficial effects of preparations of the pos- 
terior lobe of the pituitary gland are accounted for, 
not by a secretion or hormone in these products, 
but by their recognized power of constricting the 
arterioles, thus counteracting in the kidneys the 
dilatation of these vessels, which is the cause of 
diabetes insipidus and polyuria insofar as their 
relationship to the hypophyseorenal nerve path is 
concerned. Cyrit J. Graspet, M.D. 


Piney, A., and Coates, I.: Metastatic Carcinoma 
of the Pituitary Gland and Diabetes Insipidus. 
J. Path. & Bacteriol., 1924, xxvii, 211. 


The case reported was that of a 40-year-old wo- 
man who gave a history of severe polyuria and 
presented evidence of some hebetude and slight 
enlargement of the left cervical glands. Two years 
previous to examination she had been operated upon 
for carcinoma of the left breast. She was admitted 
to the hospital in a comatose condition and the 
polyuria persisted until death a few days later. 

At autopsy, metastases were discovered in the 
left cervical glands, the mediastinal fat, the left 
adrenal, and many parts of the cerebrum and 
cerebellum. The pituitary gland was slightly but 
definitely enlarged and on sagittal section was found 
to be almost circular. Its posterior lobe, which was 
a dull white and homogeneous, consisted of masses 
of acinar carcinoma cells. Only one vesicle contain 
ing colloid was found. The anterior lobe, which was 
not invaded by the carcinoma, was a dull red. The 
posterior part showed compression and abnormal 
predominance of basophilic over eosinophilic cells. 
The comparative absence of eosinophilic cells, which 
are reported to be the resting stage of anterior 
pituitary cells, and the supplanting of the posterior 
and middle lobes of the pituitary by carcinoma cells 
appeared to substantiate the contention of von 
Hann and Jacoby that the substance or substances 
responsible for diabetes insipidus are produced in 
the anterior lobe and act when the posterior lobe is 
destroyed or injured. Knut H. Houck, M.D. 
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SURGERY OF THE 


Berry, G.: Brain Abscess of Paranasal Sinus 
Origin; Two Cases. Laryngoscope, 1924, xxxiv, 346. 


In the two cases reported there was drainage 
through the nose but the condition proved fatal. 
In the first case the suppuration was a temporo- 
sphenoid abscess of sphenoidal origin which, after 
exploration of the sinuses, drained into the nose 
spontaneously but incompletely. At operation the 
site of this drainage was obscured by necrosis of 
bone in the floor of the pituitary fossa. The abscess 
was inaccessible to other operative routes as it was 
medial to the ventricles except in the temporo- 
sphenoid lobe where it might have been tapped with 
a straight trocar. 

In the second case the lesion was an abscess in the 
frontal lobe of ethmoidal origin. This was drained 
intranasally at operation. A recurrence four years 
later was not diagnosed because of the neurotic 
tendency of the patient and a history of insanity in 
his family. Death occurred from meningitis follow- 
ing rupture of the abscess into the ventricles. 

ManrorpD R. Wattz, M.D. 


SPINAL CORD AND ITS COVERINGS 


Réclére: A Case of Syringomyelia Treated with 
the X-Rays Twenty Years Ago (Un cas de 
syringomyélie traité il y a vingt ans par les rayons-X). 
Bull. et mém. Soc. méd. d. hép. de Par., 1924, 3 s. xl, 
641. 


In Béclére’s opinion it is best to spread the dose 
of X-rays over a period of days, weeks, or years. 
In proof of this he refers to a case of syringomyelia 
in which an excellent result of twenty years’ duration 
was obtained by means of repeated doses of slightly 
penetrating and unfiltered rays. He knows also of 
many similar cases. While admitting that great 
progress has been made in the physical field of deep 
roentgenotherapy, he believes that the biological and 
therapeutic aspects of the application of intense 
deep radiation are not yet well understood. 

W. A. BRENNAN. 


PERIPHERAL NERVES 


Commandeur: Old Total Obstetrical Brachial Pa- 
ralysis; Result After Twenty-Eight Years (An- 
cienne paralysie brachiale obstetricale totale; resul- 
tat 28 ans aprés). Bull. Soc. d’obst. et de gynéc. de 
Par., 1924, xiii, 145. 

The patient was a 28-year-old woman who en- 
tered the hospital for childbirth. In giving her 
history she stated that she was born after version 
was done because of shoulder presentation. Since 
her birth she has had paralysis of the upper right 
arm. 

Examination revealed atrophy of the bone of the 
upper arm and of the scapula, very marked atrophy 
of the muscle tissues of the right shoulder, and im- 
mobilization of the right hand with moderate flexion 
of all of the fingers and adduction of the index finger. 
Movement of the shoulder and forearm was sub- 
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normal. In the forearm, flexion was almost com- 
plete, but extension was possible to only 135 degrees. 
The right hand was shorter than the left; there was 
no active pronation and only slight passive pronation. 
Atrophy of the motor muscles of the hand was very 
pronounced. 

The patient used her right arm very well, her chief 
complaint being inability to pronate the hand and 
awkwardness due to its forced supination. In spite 
of these defects. she was able to hold a pen and to 
write moderately well. She was also able to sew, but 
crocheting, which requires complex movements, was 
impossible. SaLvATORE Pama, M.D. 


Miller, O. L.: Neurectomies (Stoeffel Operation) 
in the Treatment of Spastic Paralysis. South. 
M. & S., 1924, Ixxvi, 219. 


This article is a preliminary report on forty-six 
neurectomies of motor nerves (Stoeffel operation) 
performed in the treatment of fifteen cases of spastic 
paralysis. Cases of this type include diplegias, para- 
plegias, hemiplegias, and monoplegias. These con- 
ditions are due to various causes, are frequently 
associated with mental impairment, and are often so 
disabling and deforming as to justify heroic measures 
for their relief. In the past they have been unsatis- 
factorily treated by tenotomy, tendon transplanta- 
tion, resection of posterior nerve roots, cranial de- 
compression, and the injection of alcohol into the 
nerves. 

The purpose of partial resection of motor nerves 
(the Stoeffel operation) is to interrupt the excessive 
nerve impulses to the spastic muscles and thereby 
to weaken them so that an equilibrium may be 
obtained between normally opposing groups. 

Miller has successfully operated in this way upon 
the median, sciatic, obturator, and internal popliteal 
nerves. He recommends the treatment whenever 
the case falls into the proper neurological group and 
the child has a fair to normal mentality. After the 
operation, associated measures, such as lengthening 
of the heel cord, or stabilization of the foot, may be 
necessary. For maximum improvement, efficient 
after-training by a competent physiotherapist is 
essential. L. M. Zimmerman, M.D. 


SYMPATHETIC NERVES 


Henry, A. K.: A New Method of Resecting the Left 
Cervicodorsal Ganglion of the Sympathetic in 
Angina Pectoris. Jrish J. M. Sc., 1924, v, 157. 


The removal of the cervicodorsal ganglion of the 
left side appears to be sufficient to suppress anginal 
pain due to atheroma of the proximal aorta. The 
operation of sympathectomy was suggested by 
Franck, who believed that in certain cases the an- 
ginal syndrome might be due to afferent impulses 
traveling up from the aorta by way of the cervico- 
dorsal portion of the sympathetic chain. 

Impulses such as those from a viscus give rise to 
pain which is referred, not to the viscus concerned, 
but to somatic areas innervated by the segments of 
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the spinal cord receiving the impulse. This explains 
the pain in the left arm and the left side of the chest. 
By radiation, the pain may spread to the neck and 
opposite side of the body. 

Franck concluded also that death in anginal at- 
tacks might be due to vasoconstriction in the medul- 
la. This assumption was based on the fact that the 
inferior cervical ganglia send out thick branches 
which accompany the vertebral arteries, fuse when 
the latter unite to form the basilar artery, and send 
filaments to the pons and medulla. 

In performing sympathectomy for the relief of 
anginal pain, Jonnesco interrupted the afferent im- 
. pulses from the aorta which are responsible for the 
pain of the seizures and, in removing the cervicodor- 
sal ganglion, cut the filaments which accompany the 
vertebral artery and carry constrictor impulses to 
the medullary vessels. He used the anterolateral 
route of approach. The author employs a posterior 
route, which he describes in detail. 

Samuer Kany, M.D. 


MISCELLANEOUS 


Danis, R.: The Treatment of the Late Complica- 
tions of Spinal Puncture by Epidural Injections 
(Traitement des accidents tardifs de la ponction 
rachidienne par l’injection épidurale). Presse méd., 
Par., 1924, Xxxii, 434. 


Late complications of spinal puncture such as 
headache, vomiting, and paralysis of the external 
oculomotor nerve are due generally to the persistence 
of the meningeal wound and the loss of cerebrospinal 
fluid. The incidence of these complications may be 
decreased by the use of a fine lumbar puncture 


needle, by making a single puncture, and by holding 
the bevel of the needle in the axis of the column so 
that laceration of the dura mater will be minimal. 

Treatment by the intravenous injection of hypo- 
tonic or hypertonic solutions is not logical. The 
stimulation of the secretion of cerebrospinal fluid by 
hypotonic solutions to replace the lost fluid increases 
the pressure and tends to keep the puncture wound 
open. In the absence of intracranial hypertension, 
injections of hypertonic solutions deplete the cere- 
brospinal fluid still further. 

A correct therapeutic method will maintain the 
intracranial pressure at such a level that the edges 
of the puncture wound remain joined and become 
healed. The author believes that the epidural in- 
jection of physiological salt solution constitutes such 
a method. When copious, the injected fluid ascends 
very high and compresses the meningeal sac on all 
sides, forcing back the contained fluid toward the 
brain. The dura mater fibers torn by the needle are 
relaxed and close together. 

The method advocated consists in the epidural 
injection of from 50 to 100 c. cm. of isotonic salt 
solution following the induction of light epidural 
anesthesia by means of novocaine. The best dose 
is from 80 to too c. cm. of the salt solution and 25 
c. cm. of % per cent novocaine. 

From the results in ten cases of late severe head- 
ache the author concludes that the epidural injec- 
tion of physiological salt solution is a harmless and 
efficacious method of treating the late complications 
of spinal puncture. It is not a preventive method, 
however, and should not be used at the time of the 
original spinal puncture as the anesthetic might 
then be forced too high. Watrer C. Burket, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Short, A. R.: Cancer of the Breast. Bristol Med.- 
Chir. J., 1924, xli, 64. 

The author believes that cancer of the breast is 
definitely increasing. At the present time, 7.5 per 
cent of women over 35 years of age may be expected 
to have cancer and 1.5 per cent of this number will 
have cancer of the breast. The majority of breast 
cancers arise from the epithelium of the ducts rather 
than that of the acini and occur in breasts showing 
hyperplasia of epithelium—the “‘proemial breast” 
of Cheatle. 

The proemial breast feels firm and irregular with 
little lumps here and there. At times it may be 
painful, especially during menstruation, and there 
may be a reddish or bloody discharge from the 
nipple. The highest incidence of the condition is 
between the twenty-fifth and forty-fifth years of 
age. The cause is obscure. The treatment is ex- 
pectant. Cancer occurs most frequently in non- 
lactating and unsuckled breasts. Heredity has no 
influence. Scirrhous cancer is best treated by radi- 
cal amputation; encephaloid carcinoma by X-ray 
irradiation followed by removal of the breast. 

In the 106 cases operated upon by the author 
there was one postoperative death. Of fifty patients 
traced for three years or more, twenty-five are 
alive and well. Five are alive and well more than 
eight years after the operation. 

P. VAN WaGENEN, M.D. 


TRACHEA, LUNGS, AND PLEURA 


McCrae, T.: The Clinical Features of Foreign 
Bodies in the Bronchi. Lectures I, II, and III. 
Lancet, 1924, ccvi, 735, 787, 838. 


Foreign bodies gain entrance to the bronchi much 
more frequently than is generally believed. 

The symptoms at the time of aspiration vary 
greatly. They are usually marked if the foreign 
body remains in the trachea, and especially if it is 
movable. In some cases there are no symptoms. 
Absence of symptoms has often led to the faulty 
conclusion that no foreign body is present. As a 
rule infants and young children react more severely 
than older children and adults. The symptoms are 
always influenced by trauma and infection. 

Foreign bodies in the trachea cause dyspnoea, 
cyanosis, and a cough which is usually paroxysmal. 
As a rule there is a loud wheeze more intense and of 
a higher pitch than the wheeze of asthma. On 
auscultation, the breath sounds are harsh and loud. 

The diagnosis of foreign body in the trachea is not 
difficult if there is a definite history of choking when 
an object was held in the mouth. When the foreign 


body is opaque, the X-ray is of great aid. Diph- 
theria is often confused with the presence of a for- 
eign body in the air passages. 

The symptoms and physical findings in cases of 
foreign bodies in the bronchi vary with the size, 
shape, and the character of the bodies. When a 
foreign body lodges in a bronchus it may plug the 
bronchus completely, in which case a combination 
of pulmonary collapse and increase of fluid content 
develops. If it allows air to pass in but not out, 
obstructive emphysema results. When there is 
partial blocking of the bronchus, there is usually 
decreased expansion on the affected side with dimin- 
ished vocal fremitus and rough breath sounds. 
Other factors which operate to a varying degree are 
the amount of swelling of the mucous membrane, 
the presence of granulations, the amount of secre- 
tion, shifting of the foreign body, and the effects of 
a previous bronchoscopic examination, especially 
an examination unskillfully done. 

The character of the physical signs depends upon 
the nature of the foreign body, the amount of 
irritation and inflammation it has caused, and the 
presence or absence of secretion. These signs are apt 
to change from hour to hour. The examination 
should include inspection, palpation, percussion, and 
auscultation. Vegetable material such as peanuts, 
grains of corn, etc., are especially liable to bring on 
acute and serious symptoms. 

The complications include pneumothorax, em- 
pyema, bronchial stricture, and hemorrhage. Bron- 
chiectasis and abscess formation are regarded more 
as sequele than complications. 

The presence of a foreign body in the trachea or 
bronchus should be considered in every case of 
respiratory tract disease which shows unusual 
features. A negative history does not always rule 
it out. The symptomless interval after the initial 
symptoms is responsible for many erroneous diag- 
noses. In many cases diagnosed as pneumonia and 
pulmonary tuberculosis the condition is due to a 
foreign body. 

Acute cases are usually caused by foreign bodies 
of a vegetable nature. The symptoms are severe, 
toxemia often being very marked. These cases are 
usually confused with diphtheria and pneumonia. 
Direct laryngoscopy, cultures, and careful clinical 
and X-ray examinations of the chest should be 
made. In cases of non-opaque foreign bodies the 
X-ray diagnosis must be based on a study of the 
changes in the lungs. 

The chronic cases must be differentiated from 
foreign bodies in the oesophagus, bronchial neoplasm, 
aneurism, and enlarged mediastinal glands. 

When a foreign body enters the trachea or bron- 
chus it seldom is expelled spontaneously. Nearly 
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any object can be removed by skilled hands. The 
mortality is about 1 per cent. In cases in which the 
foreign body is a nut the prognosis is serious even 
after careful removal. Age and the length of time 
the foreign body has been present are also factors 
of importance in the prognosis. 

Removal of the foreign body is indicated. Efforts 
to favor removal by inverting the patient are contra- 
indicated because of the danger of impacting the 
foreign body in the glottis. With regard to trache- 
otomy no set rules can be laid down. It is better to 
perform several possibly unnecessary tracheotomies 
than to lose a patient by delaying the operation 
too long. Cases should be thoroughly studied unless 
the condition is very acute and serious and due to a 
vegetable substance. No special preparation is 
required for bronchoscopic examination. In trained 
hands, bronchoscopy appears to give the best chance 
for recovery. J. Graspet, M.D. 


Whittemore, W.: The Etiology and Treatment of 
Non-Tuberculous Pulmonary Abscess. Surg., 
Gynec. & Obst., 1924, Xxxviii, 461. 


One hundred cases of non-tuberculous lung ab- 
scess are reviewed. In sixty-six, the condition fol- 
lowed a respiratory tract operation performed under 
general anesthesia (forty-eight tonsillectomies, 
twelve teeth extractions, two operations for the 
drainage of septic sinuses, one adenoidectomy, one 
operation for deviated septum, one operation for 
fractured nose, and one tracheotomy). In twenty- 
two cases the suppuration followed pneumonia; in 
three, a septic infarct; and in one, a broncho-ceso- 
phageal fistula. Other causes were operations on 
malignant growths of the jaw and tongue and exten- 
sions of extrapulmonary foci (subdiaphragmatic or 
mediastinal abscess, empyema ruptured into the 
lung, foreign bodies, aspiration of infected water, 
etc.). In eight cases the cause was not determined. 

Expectant treatment, including posture and other 
non-operative measures, resulted in a cure in from 
10 to 30 per cent of the cases. During steady im- 
provement expectant treatment may be continued. 

Artificial pneumothorax may cure in a very small 
number of cases, but is applicable only if the lung 
and parietal pleura are not adherent. It is an excel- 
lent means of determining the presence of adhesions. 
However, after temporary relief, the paroxysms of 
coughing may return and there is danger of air 
embolism and tearing of adhesions with resultant 
empyema. 

In a very few cases, early aspiration of the abscess 
by means of the bronchoscope may effect a cure. 

Surgery is indicated when other treatment fails. 
Too long delay of operation may result in brain 
abscess, meningitis, septicemia, extension of the 
process to the other lung, or fatal hemorrhage. The 
more chonic the condition, the more difficult the 
cure. Abscesses near the periphery of the lung are 
reached best by operation. The correct approach 
should be determined accurately by physical and 
X-ray examinations. 
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Cases with adhesion of the visceral and parietal 
pleura should be operated upon under local anes- 
thesia. Anesthetization of the skin and _ local 
blocking of the intercostal nerve above and below 
are sufficient for resection of one rib. For resection 
of several ribs, paravertebral anesthesia is preferable. 
If the abscess is situated in the anterior part of the 
lung, paravertebral and local anesthesia may be 
used. The abscess should be opened at once, the 
finger inserted to break up pockets, and a soft rubber 
drain introduced. When an abscess is opened with 
the cautery, blood vessels which are seared over may 
bleed when sloughing occurs. Acute abscesses drain 
for four or five weeks; chronic abscesses, for from 
three to six months or longer. 

If there are no adhesions, some form of differential 
pressure anesthesia is advisable, such as that induced 
with Sauerbruch’s negative pressure chamber, the 
Meltzer and Auer intratracheal insufflation, pharyn- 
geal insufflation, or a mask apparatus (nitrous oxide- 
oxygen machine mask). A negative pressure appa- 
ratus prevents collapse of the lung and mediastinal 
changes. In addition, it facilitates suture of the 
lung to the chest wall. When the lung is not adherent, 
the author locates the abscess by palpation, sutures 
the lung to the chest wall, places gauze against the 
abscess area, and then closes the wound. If, after 
from three to five days, adhesions have formed, he 
re-opens the wound and drains the abscess. 

In the literature the mortality of tuberculous 
abscess of the lung is given as from 15 to 70 per cent. 
In 1923 the author reported fifty-two cases with a 
mortality of 15 per cent. From 60 to 70 per cent of 
the cases operated upon were cured or permanently 
benefited. The long-standing chronic cases witY 
permanent fistula were also improved. Five per 
cent of the patients leave the hospital in excellent 
condition, but after a few months develop a cough 
with expectoration and slight hemorrhage, and 
finally die of severe hemorrhage. The operative 
results are influenced by the location of the abscess, 
the age and general condition, and other factors. 

In conclusion the author states that the technique 
of operations performed upon the upper respiratory 
tract under general anesthesia should be such as 
will reduce the danger of lung infection to the 
minimum. Wa ter C. Burket, M.D. 


Bull, P., Riviere, C., Davies, H. M., and Others: 
The Surgical Treatment of Pulmonary Tuber- 
culosis. Proc. Roy. Soc. Med., Lond., 1924, xvii, 
Sect. Med. & Surg., 1. 


The healing of tuberculous processes is effected. 
as a rule, by the development of fibrous tissue with 
scarring and retraction. In the lungs, maximum 
shrinkage is dependent upon collapse of the lung 
and this cannot be effected by gas inflation if there 
are adhesions between the pulmonary and the 
parietal pleura. When adhesions are found, extra- 
pleural thoracoplasty is indicated. 

Before thoracoplasty is performed the “healthy” 
lung must be proved free from symptoms. Bul! 
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regards conditions as favorable for the opera- 
tion when symptoms in this lung have entirely 
disappeared or for a long time have remained 
stationary and of slight extent. An X-ray examina- 
tion of both lungs is essential. 

Slight involvement of the larynx or of one kidney 
is not a contra-indication to operation. Absolute 
contra-indications are advanced tuberculosis in the 
other lung and any general condition which prevents 
a serious surgical procedure. 

Before the operation the patient should be kept 
under observation and given treatment at a sana- 
torium. If possible, the operation should be per- 
formed before cavitation has taken place. However, 
the cavitation form of the disease has a much more 
favorable prognosis as regards permanent cure after 
thoracoplasty than does the infiltrating form. 

At operation the patient is placed upon his normal 
side with a sandbag to press up the diseased side. 
The hook-shaped Sauerbruch incision is used. 
Resection should always be made from the tenth 
or eleventh rib up to the first rib. It is sufficient to 
resect from 6 to 7 cm. of the eleventh rib, 12 cm. 
of the tenth and ninth, and 15 cm. of the following 
ribs up to, and including, the fourth rib. Of the 
three uppermost ribs, as much as possible should be 
taken. The amount of rib resected varies from 90 
to 180 cm. It is important to resect the ribs as far 
back as possible beyond the costal angle clear up 
to the costal tubercle and the point of the trans- 
verse process. The criterion of a perfectly performed 
thoracoplasty is the ability to feel the posterior 
margin of the scapula lying in front of the posterior 
ends of the resected ribs. 

Bull always performs apicolysis; that is, he col- 
lapses the apex of the lung by freeing it from the 
thoracic wall. This step is of value also because 
it facilitates the resection of the upper two ribs. 
The muscles and skin are stitched separately. Very 
often a large glass tube is placed in the lower angle 
of the wound. The bandage is supported by three 
broad strips of adhesive plaster applied horizontally 
so that the thoracic wall, which has been mobilized 
by the operation, will not give way too much to the 
shock of coughing during the first few days after 
the operation. To collapse the apex, it is sometimes 
necessary to transplant pads of fat into the extra- 
pleural space. 

The operation is safer if it is performed in two 
stages. As a rule, from two to three weeks should 
elapse between stages. Bull has performed most 
of his operations under local anesthesia, but is 
now using general anesthesia more frequently 
and has found it entirely satisfactory. 

Following the operation, the patient complains 
for a few days of dyspnoea, expectoration, and pain 
in the chest and upper arm. In the after-treatment 
the compression bandage is of value and narcotics 
should be given. The pulse usually remains rapid 
and the temperature high for four or five days. 
The large wound usually heals by first intention and 
the patient is up at the end of two or three weeks. 


The sputum diminishes rapidly. Tubercle bacilli 
are greatly decreased in number and very often 
disappear entirely before the patient leaves the 
hospital. 

The side of the thorax operated upon falls in con- 
siderably, a scoliosis of the spine develops with its 
convexity toward the diseased side, and the mobility 
of the arm is impaired for a time because of pain. 
but complete function returns unless the scapula is 
fixed. The permanent inconvenience caused by the 
operation is slight. 

After the operation the patient should be sent 
back to the sanatorium for at least three months, 
and if possible for six months. Improvement is 
evidenced by a decrease in the amount of sputum. 
a fall in the temperature to normal, an increase in 
the appetite and weight, and improvement in the 
mental condition as well as by the disappearance of 
the tubercle bacilli. As the lung operated upon is 
never again normal, the patient should never return 
to hard physical exercise. 

In some cases a rise in the temperature is observed 
as early as the day after operation. The most prob- 
able causes are: (1) infection of the wound, (2) 
pyzmia from the lung cavity, (3) acute infection in 
the healthy or diseased lung, (4) spread of the 
tuberculosis in the lungs or other organs, (5) 
parenchymatous degeneration of the liver or kidneys 
as the result of narcosis, and (6) increased resorption 
of toxins. Crayton F. Anprews, M.D. 


Santy, P., and Guilleminet, M.: Extrapleural 
Thoracoplasty in Dilatation of the Bronchi 
(Le thoracoplastie extrapleurale dans la dilatation 
des bronches). Lyon chir., 1924, xxxi, 161. 


On the basis of two cases of severe bronchiectasis 
treated by extrapleural thoracoplasty (thoracotomy) 
the authors draw attention to the advantages of this 
operation in the surgical treatment of bronchiectasis 
provided there is very wide removal of the thoracic 
wall even when the lesion is circumscribed. 

Extrapleural thoracoplasty or thoracectomy con- 
sists in resection of the ribs in their paravertebral 
segment. The ribs are exposed by a long incision 
brought to a point three fingerbreadths from the 
spinous processes and extending to the superior 
border of the trapezius parallel with the eleventh 
rib. The ribs are carefully denuded and resected 
with care to spare the vessels and intercostal nerves. 
The total amount of bone removed amounts to 120 
cm. or more. 

When the bronchial dilatations are apparently 
limited to the high or low parts of the lung, the 
thoracoplasty includes the seven or eight superior or 
inferior ribs, but when the lesions are diffuse, it may 
include the first eleven ribs. 

Regional anesthesia is employed. The operation 
should be preceded by thorough preparation of the 
patient by vaccinotherapy, cardiac stimulation, etc. 

The authors believe that thoracoplasty is indi- 
cated in bronchiectasis for the following reasons: 

1. The condition is a chronic open suppuration. 
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2. The intensity of the peribronchial sclerosis, 
which is characteristic of bronchiectasis, especially 
in the adult, yields only to therapeutic measures 
with a constant action; hence the superiority of 
collapse therapy and thoracoplasty. 

3. If pulmonary sclerosis is developed to an 
extent which renders the effacement of the bron- 
chiectasia difficult, this sclerosis is accompanied by 
progressive retraction which, if aided by removal of 
bone from the wall, becomes a process of recovery. 

4. Extrapleural thoracoplasty has given un- 
questionably successful results in pulmonary tuber- 
culosis. 

In 1920 Sauerbruch collected sixty-five cases of 
bronchial dilatation treated surgically. Fifty-five 
were treated by thoracoplasty alone while in seven- 
teen the operation was combined with pneumotomy 
or ligation of the lobar vessels. 

A cure with complete arrest of cough and expec- 
toration and complete restoration of the general 
condition is unusual. In his report of thirty-eight 
simple thoracoplasties for bronchiectasis Sauerbruch 
mentions the frequency of marked amelioration and 
the rarity of true recoveries. 

With regard to other methods of treatment the 
authors state that, to date, pneumectomy has had 
a rather unfavorable prognosis. According to 


Graham, who collected forty-eight cases of lobec- 
tomy the operative mortality is 50 per cent and a 
complete recovery is obtained in only 17 per cent of 
the cases. 

Ligation of the lobar vessels has not been success- 
ful, as an isolated measure, and according to Sauer- 


bruch is indicated only as a preliminary procedure 
before a parietal or visceral operation. Artificial 
pneumothorax has failed chiefly because of the 
presence of adhesions. Tuffier’s pleuroparietal de- 
tachment has given several successful results but 
the authors believe it has rarely been employed in 
cases of true bronchiectasis, has only a limited appli- 
cation, and is no better than extrapleural thoraco- 
lasty. 
In authors’ opinion, extrapleural thoraco- 
plasty is the treatment of choice. Its immediate 
gravity is less than that of pneumotomy and 
pneumectomy. Schwartz collected ten cases in 
which there were no fatalities, and Sauerbruch 
treated thirty cases with only one death. Tuffier’s 
and the authors’ patients have stood the operation 
well. The end-results compare favorably with those 
of the other methods, and if pneumotomy or 
pneumectomy is indicated later it can be done. 
W. A. BRENNAN. 


HEART AND PERICARDIUM 


Marvin, H. M., and Harvey, S. C.: The Surgical 
Treatment of Adherent Pericardium. J. Am. 
M. Ass., 1924, Ixxxii, 1507. 


Although the value of cardiolysis was demon- 
strated by Brauer twenty years ago, a thorough 
review of the literature revealed the reports of only 


INTERNATIONAL ABSTRACT OF SURGERY 


twenty-five cases of adherent pericardium treated by 
this method. To this number Marvin and Harvey 
add the case of a 26-year-old woman with the typical 
symptoms of adherent pericardium and the history 
of an attack of acute articular rheumatism of five 
months’ duration nine years previously and a second 
attack of three weeks’ duration occurring two years 
previously. 

Operation was done under local and block anzs- 
thesia induced with a 0.5 per cent solution of pro- 
caine. A curvilinear incision was made extending 
from over the sternum at the level of the second 
rib to the sixth rib in the anterior axillary line on the 
left side. The pectoral fascia and the origins of the 
pectoralis major muscle in this area were divided 
and, with the skin flap and the breast, were retracted 
upward and outward. Subperiosteal resection of 
the fourth, fifth, and sixth ribs and their cartilages 
was done on the left side, from just beyond the mid- 
clavicular line up to the sternum. On removal of 
these structures the parietal pleura and pericardium 
retracted markedly and with each excursion of the 
heart bounded backward and forward over a dist- 
ance of 2 or 3 cm. Three centimeters of the peri- 
osteum over the fifth and sixth ribs were removed 
in order to prevent complete regeneration of the bone. 
The wound was closed in layers with interrupted 
silk sutures. 

Recovery was rapid and uneventful, 
wound healed by first intention. 

In this case, operation was performed at a com- 
paratively early stage of the condition. The heart 
failure was probably due to mechanical embarrass- 
ment rather than severe rheumatic myocarditis. 

Joun L. Dies, M.D. 


Goodall, J.S.,and Rogers, L.: Some Surgical Prob- 
lems of Cardiology: The Technique of Mitral- 
otomy. Am. J. Surg., 1924, xxxviii, 108. 


Symptoms and death in cases of mitral stenosis 
are due to obstruction of the flow of blood from the 
left auricle to the left ventricle. Since the lesion is 
essentially local and since in advanced cases it is not 
amenable to cure by medical means, surgical inter- 
vention is desirable despite the fact that operative 
risk is high. 

The object of the operation is to facilitate the 
passage of blood from the auricle to the ventricle. 
This may be accomplished by establishing an extra- 
cardiac communication by means of a sleeve of 
pericardium or by incising the obstructed mitral 
valve. The latter may be done through the ventricle 
or the auricle. The authors use the auricular route, 
exposing the pericardium through an osteoplastic 
flap and incising it between the vagus and phrenic 
nerves just below the superior intercostal vein. 
They insert a double-edged mitralotomy knife through 
the auricular wall into the mitral orifice and slit the 
contracted valve toward the septum and again 
toward the auriculoventricular groove. A suture 
placed about the opening is ee tight as the knife 
is withdrawn. L. M. Zoumerman, M.D. 
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(SOPHAGUS AND MEDIASTINUM 


Shephard, J. H.: Csophageal Diverticula. Cali- 
fornia & West. Med., 1924, xxii, 208. 

After describing the anatomy of the cesophagus 
and discussing the characteristics, diagnosis, and 
treatment of the traction and pulsion types of 
diverticula, the author reports two cases. One case 
was that of a man of 62 years. The diverticulum was 


small and was not operated upon. The other case 


was that of a man 73 years of age who, when first 
seen by the author, had lost considerable weight and 
was partially starved. Palliative treatment was 
given for six months and a two-stage operation then 
performed. A successful result was obtained. 

Carv R. STEINKE, M.D. 


Vinson, P. P.: The Management of Cicatricial 
(Benign) Strictures of the GHsophagus. Surg., 
Gynec. & Obst., 1924, xxxviii, 543. 


Cicatricial strictures of the oesophagus may result 
irom any inflammatory reaction in or around the 
organ. The most common cause of such strictures 
is the ingestion of a solution of household lye. Chil- 
dren are most commonly affected, but adults may 
develop such a stricture from drinking lye in an 
attempt at suicide. Other causes of benign stric- 
tures are the swallowing of strong acids; the reten- 
tion of foreign bodies in the cesophagus; the vomit- 
ing of pregnancy; ulceration of the cesophagus occur- 
ring in typhoid fever; mediastinitis secondary to 
pneumonia; and scarlet fever, suppuration of the 
appendix, and other infections. In a considerable 
number of cases the etiology is not evident. 

The diagnosis is usually made on the basis of the 
history, but in many cases the condition must be 
differentiated from malignancy by cesophagoscopy. 

Treatment of such strictures consists in gradual 
dilatation by means of sounds, with the use of a 
previously swallowed silk thread as a guide. The 
results of treatment are very satisfactory, complete 
and permanent relief being always obtainable if the 
dilatations can be carried out for a long period of 
time. 

Since January 1917, 124 cases of benign cesoph- 


ageal stricture have been treated at the Mayo. 


Clinic. In this number there were six deaths follow- 
ing instrumentation. The average number of dila- 
tations was ten. None of the patients developed 
malignant degeneration in the scar tissue. Gastros- 
— is seldom necessary and involves a definite 


Smith, L. W., and Stone, J. S.: Tumors of the 
Mediastinum in Children. Ann. Surg., 1924, 
Ixxix, 687. 

The authors report two cases of tumor of the 
mediastinum in children and a study of the litera- 
ture on the subject with special reference to the 
cases of children. 

Both of the authors’ cases had an acute onset 
simulating pneumonia, and both patients were ad- 
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mitted to the hospital two or three months later 
because of their failure to recover. The findings of 
the physical examination suggested empyema. In 
both cases there were definite deformities and the 
roentgenogram showed diffuse shadows from which 
a diagnosis of tumor could not be made positively. 
Aspirated fluid was blood tinged, but contained no 
tumor cells. In one case the aspiration of a few hairs 
established the diagnosis of teratoma. 

One case was operated upon under ether anas- 
thesia. A tumor was found densely adherent 
posteriorly and toward the pericardium; elsewhere 
it was fairly free. The tumor was dragged out of the 
chest and the pericardial adhesions were freed. The 
patient showed severe shock but rallied. Post- 
operative empyema caused death nine months after 
the operation. Postmortem examination was not 
obtained. Examination of the tumor excised showed 
it to be a mediastinal teratoma. 

In the second case autopsy revealed a large nodular 
tumor which was for the most part retropleural and 
showed the histological picture of papillary cysto- 
adenoma. The stroma was made up of connective 
tissue of varied appearance and areas occurring as 
bundles which strongly resembled smooth muscle 
but lacked differential staining properties. In some 
portions the stroma was embryonal in type. 

Cart A. Hepsiom, M.D. 


MISCELLANEOUS 


Thomas, G. F., and Farmer, H. L.: The Diagnosis 
of Primary Intrathoracic Neoplasms. Am. J. 
Roentgenol., 1924, xi, 391. 


The authors diagram the problem of 
diagnosis as follows: 


erential 


Mediastinal 


Inflammatory 
processes 


( Benign | Pulmonary 
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The differential diagnosis indicated in this diagram 
can be made in almost every case. The roentgen 
shadows may be as varied as the pathological com- 
binations can make them, but most cases of primary 
lung tumor present pictures that are quite unlike 
those of the more common inflammatory processes 
with which they are so often confused clinically. 
The most frequent incorrect clinical diagnosis is 
pulmonary tuberculosis. In the interpretation of the 
roentgenogram this error might occur only in cases 
of miliary carcinosis which might be confused with 
miliary tuberculosis or in cases of massive lobar can- 
cer which might be confused with caseous pneu- 
monia. However, the rarity of primary miliary 


yy 
ey 
al 
ry 
ve 
id 
Ts 
O- 
ig 
id 
1e 
le 
d 
of 
eS 
|- 
of 
m 
le 4 
i- 
d 
d 

| 
t 
f 
| 

+ 


204 INTERNATIONAL ABSTRACT OF SURGERY 


carcinosis and of massive lobar tuberculosis make 
this mistake uncommon. Moreover in such cases it 
is rare that the physical signs, clinical history, and 
roentgen findings agree. 

The differentiation between benign and malignant 
neoplasms may sometimes be indicated by the clin- 
ical progress and method of growth of the tumor as 
revealed by repeated roentgen examinations of its 
periphery from different angles. Rapid growth, an 
indistinct border, projections radiating from the 
tumor mass, multiple nodules, evidence of metas- 
tases to the ribs or vertebra, and pleural effusion in- 
dicate malignancy. Lack of growth and maintenance 
of a sharply defined border are signs suggesting ab- 
sence of malignancy. Erosion of the ribs or vertebre 
by the pressure of a benign tumor is sharply limited 
to the contour of the tumor shadow itself. 

The point of origin of the tumor may be indicated 
by the location and distribution of the mass. Massive 
density of the posterior mediastinum extending 
bilaterally, and comparatively clear lung fields sug- 
gest a mediastinal origin, especially if the lateral 
borders are smooth and clean-cut. Unilateral hilar 
involvement, even with mediastinal density, is 
suggestive of primary bronchial carcinoma. 

The differential diagnosis of metastatic processes 
is usually not difficult. The roentgen-ray findings 
are frequently pathognomonic, as in certain cases of 
metastatic sarcoma, or are suggestive because of 
their distribution throughout both lungs. Even in 
cases that simulate primary carcinoma, the history 
or accompanying signs of the primary lesion usually 
make differentiation possible. 

Stereoscopic views are of the greatest value and 
should always be made in cases of primary carcino- 
ma. In diffuse carcinoma of the upper lobe, which is 
the lobe most frequently involved, the lower border 
of the density is sharply outlined and the upper 
border fades out into the apex, which is usually com- 
paratively clear. Some cases of hilar carcinoma 
show a mass of density about the hilum with radia- 
tions extending along the bronchial branches but 
thinning out sometimes abruptly near the hilum. 
Other cases show a massive shadow about the hilum. 

Paracentesis should be performed in all cases in 
which there is a pleural effusion and the case then 
studied immediately by roentgenography, especially 
if the fluid is sanguinous. The return of the fluid in 
malignant cases is usually rapid; within twenty-four 
hours the quantity may be the same as before re- 
moval. This is very suggestive of malignancy. The 
withdrawal of even a small amount of fluid may 
reveal nodules previously hidden. When there ap- 
pears to be a large amount of fluid in the chest 
without displacement of the heart to the opposite 
side, the possibility of lung tumor must be considered. 

Small circular nodules of moderate density, larger 
than ordinary tubercles, and surrounded by fairly 
clear lung suggest malignancy, especially if a few of 
them are found along the same branch and the 
density of this branch is increased, as would be the 
case in peribronchial lymph infiltration. 


Hodgkin’s disease and lymphosarcoma may 
simulate a hilar carcinoma very closely. The blood 
picture, involvement of the superficial lymph nodes, 
and rapid reaction to mild roentgen radiation will 
help to establish the diagnosis. The authors have seen 
very marked hilar density with infiltration along the 
larger bronchi that appeared clinically to be due to 
syphilis. 

Lung tumors are rarely diagnosed clinically. The 


‘best means of arriving at a correct diagnosis of pri- 


mary intrathoracic neoplasms is the combination of 
a well-taken history, a thorough physical examina- 
tion, the indicated laboratory tests, and a careful 
roentgen examination. Joun L. Dies, M.D. 


Heuer, G. J.: Intrathoracic Tumors. Ann. Surg., 
1924, Ixxix, 670. 

Heuer reports a series of eight cases of intra- 
thoracic tumor which were of unusual interest from 
the standpoint of pathology as well as that of diagno- 
sis and treatment. The pathological classification 
included calcified cyst, sarcoma of the ribs, xan- 
thoma—the first case of xanthoma of the bony 
thorax reported—and an aneurism. In one case 
there was a difference of opinion as to whether the 
tumor was a hemorrhagic cyst or a chondrosarcoma. 
In three cases of circumscribed encapsulated tumor 
the pathological diagnosis was endothelioma of the 
pleura. The outstanding symptom in all cases was 
pain. Cough was a definite sign in three; in one of 
these there was purulent sputum and in another an 
attack of hemoptysis. 

In the case of calcified cyst a diagnosis of pleural 
effusion was made and an exploratory aspiration 
attempted. As the needle met resistance, an explora- 
tory operation was performed. 

In the second case a palpable tumor of the rib of 
stony hardness led to the correct diagnosis of 
sarcoma. 

In the third case the chief symptoms were low 
abdominal pain and lumbago. The patient had been 
subjected to appendectomy but was not relieved. 
The X-ray showed a small but definite tumor near 
the heart shadow and lying against the vertebre. 

In the fourth case the patient had been kept under 
prolonged observation because tuberculosis was 
suspected on account of hemoptysis. The tumor 
was in the upper part of the thorax and in the X-ray 
plate produced a very dense and sharply circum- 
scribed shadow. A diagnosis of benign tumor was 
made. Microscopic examination showed the growth 
to be a chondromyxoma. 

In the fifth case a diagnosis of intrathoracic 
tumor was made on the basis of a very well-defined 
shadow in the upper part of the thorax. The patient 
had had X-ray and radium treatment during a 
period of five years without relief. Operation showed 
a tumor which was classified as an endothelioma. 

In the sixth case there was a palpable tumor 
attached to the seventh and eighth ribs. At first 
this was believed to be a sarcoma, but on patho- 
logical examination it was classed as an endothelioma. 
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In the seventh case there was a tumor attached 
to the ninth and tenth ribs. The positive diagnosis 
was made before operation from aspirated fluid 
which showed tumor cells. 

In the eighth case, which had been studied by a 
number of observers, a diagnosis of intrathoracic 
tumor had been made largely on the basis of negative 
Wassermann tests, failure to obtain a response from 
antisyphilis treatment, and absence of pulsations 
observable under the fluoroscope. 

Two other cases in this series, both with expansile 
pulsations, were diagnosed wrongly as cases of 
aneurism. 

The operations were performed under ether 
anesthesia without differential pressure in six cases, 
under nitrous oxide-oxygen anesthesia with differen- 


tial pressure in one case, and under intratracheal 
insufflation anesthesia in one case. The cyanosis 
and tachycardia which were noted in one case were 
relieved by pulling the lung outward into the 
wound. 

Six of the eight patients recovered from the opera- 
tion. Two died soon afterward, one with symptoms 
of pulmonary embolism and one from rupture of an 
aneurism. Of the six patients who recovered, two 
were living and well five or more years after the 
operation; two were living and well two years after 
the operation, one died four months after the opera- 
tion being unimproved by a decompressive thora- 
cectomy, and one died ten months after the opera- 
tion from recurrence of the disease. 

Cari A. Hepsiom, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Pettit, J. A.: Fascia Plication in the Repair of 
Inguinal Hernia. Surg., Gynec. & Obst., 1924, 
XXXviii, 677. 

In brief, Pettit’s technique is as follows: 

A curved incision in the skin is made as high above 
Poupart’s ligament as possible, with its convexity 
upward. The fibers of the external oblique are split 
from the internal ring upward as high as possible in 
order to obtain a long inferior flap for plication 
over the superior flap. The hernial sac is dissected 
high up and, after ligation, the stump is anchored 
with a suture at a point higher than the internal 
ring. After the internal muscles and the conjoined 
tendon have been sutured, the border of the upper 
flap is sutured low down on Poupart’s ligament 
beneath the lower flap. The spermatic cord is then 
transplanted to a new bed. A running suture of 
medium heavy double chromic catgut is used. The 
skin incision is covered with gauze and sealed with 
collodion. Joun W. Nuzvum, M.D. 


GASTRO-INTESTINAL TRACT 


Struthers, J. E.: Multiple Polyposis of the Gastro- 
Intestinal Tract. Surg., Gynec. & Obst., 1924, 
XXXVili, 610. 


Multiple polyposis of the gastro-intestinal tract is 
not as uncommon as was formerly believed. Re- 
cently the number of correctly diagnosed cases has 
been augmented by the roentgen ray. Twenty-four 
cases have been observed at the Mayo Clinic since 
February, 1920. Twenty of these are reported. 

The disease is serious from the standpoint of 
morbidity as well as mortality. The cause is not 
known, but chronic ulcerative colitis appears to be 
an important factor. The author describes the gross 
and microscopic findings in detail. In a large per- 
centage of the cases the disease terminates in malig- 
nancy. In the series of twenty cases, eleven specimens 
were removed, and of the latter, five (45.5 per cent) 
were malignant. 

In a consideration of these cases two practical 
problems are confronted: the advantage of a positive 
diagnosis, and the danger of aggravating malignancy 
by trauma. The former decidedly outweighs the 
latter as the growths are superficial and easily ap- 
proached. A diagnosis of malignancy in a local- 
ized area which is made early should certainly give 
a more favorable prognosis than the same report in a 
more advanced stage of the disease. 

The symptoms vary with the size, position, and 
number of the polypi. Generally patients with 
polypi localized in the rectum and sigmoid have a 
sense of weight, a loaded feeling in the rectum, and 


occasionally tenesmus with or without bleeding. li 
the polypi are pedicled and low, they may protrude 
from the rectum. If they are present in very large 
numbers, prolapse of the rectum may occur. 
Diarrhcea is practically always present, and if there 
is extensive involvement of the colon, is usually 
associated with pus and blood. Most marked involve- 
ment of the colon is found in the cases which begin 
with a mild diarrhoea and later become chronic. 
The small intestines are rarely involved. 

Involvement of the colon first causes a sense of 
fullness and later a vague abdomina' pain which 
may be localized at the site of involvement. Com- 
plete or partial obstruction of the bowel results in 
stasis and the formation of toxins which have an 
inhibitory action on the proximal section and cause 
distention. If this is progressive, symptoms other 
than those at the original site of involvement may 
mask the condition. 

Proctoscopic examination should be made routine- 
ly in all cases of dysentery of more than a few days’ 
duration. Examination with the roentgen ray is 
practically the only means of diagnosing multiple 
polyposis of the stomach or above the reach of the 
proctoscope in the bowel. 

There is no specific medical treatment. Undoubt- 
edly, operation offers the best results in all cases. 
If polypi are localized in the rectum, cauterization 
or excision may be done. The patient should be 
kept under observation, and if any signs of malig- 
nancy develop, resection of the rectum should be 
performed. When the growths are located elsewhere 
in the gastro-intestinal tract, either of two pro- 
cedures may be employed for relief—colostomy or 
intestinal resection. Colostomy carries with it very 
little danger, but is not always certain in its results. 
Intestinal resection is associated with grave danger. 
The grade and extent of the involvement must be 
determined as accurately as possible. 


Bell, J. R., and MacAdam, W.: The Variations in 
Gastric Secretion of the Normal Individual. 
Am. J. M. Sc., 1924, clxvii, 520. 


Bell and MacAdam, by means of the fractional 
method, made a study of the gastric response of a 
healthy person to the same test-meal under the same 
conditions on twenty consecutive days. The lowest 
acid curve was obtained at the first examination. 
Subsequently, with one exception, the curves of free 
hydrochloric acid and total acidity were of a char- 
acteristic type and the degree of acidity varied 
between a mild and a definite hyperchlorhydria. 

The rate at which the stomach was emptied, 
which was remarkably constant throughout the en- 
tire investigation, was confirmed by roentgen-ray 
examination. 
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The “standard deviation” and the “coefficient of 
variation” of the acidities of the different specimens 
at corresponding times were determined. The co- 
efficient of variation for both free hydrochloric acid 
and total acidity was lowest in the one-hour speci- 
mens. That is, the acid values of this fraction varied 
within the narrowest range. 

The findings following the use of oatmeal gruel 
were compared also with those following several of 
the other test meals commonly employed. The “‘tea 
and toast” meal provoked a slightly greater acid 
secretion than the average obtained with oatmeal 
rruel. 
¥ If a low or normal acid curve is obtained on the 
first examination and the clinical history suggests 
hyperchlorhydria, the test should be repeated before 
a high degree of acidity can be eliminated. 

Morris H. Kaun, M.D. 


Cochrane, G.: Congenital Hypertrophic Pyloric 
Stenosis in Infants. California & West. Med., 1924, 
xxii, 137. 

The author reports on a series of forty-seven cases 
treated since 1914. In thirty-three in which opera- 
tion was performed there were twelve deaths. In 
fourteen medically treated there were two deaths. 

Of the forty-seven patients, forty-two were boys 
and five were girls. The ages ranged from 5 weeks to 
4 months. Twenty-three of the infants were artificial- 
ly fed. The duration of the symptoms ranged from 
one to seven weeks. The infants operated upon had 
lost at least 20 per cent of their body weight. 

The diagnosis was based on a history of mechan- 
ical obstruction, constipation, mucous stools, rapid 
loss of weight, visible active peristalsis from left to 
right, and occasionally a palpable tumor. A fluoro- 
scopic examination was made to distinguish between 
pylorospasm and stenosis in obscure cases only. The 
author does not agree with Haas that both are the 
same. 

The treatment should be medical as long as the 
condition progresses well and as long as not more 
than 20 per cent of the body weight is lost. Most of 
the cases reviewed were not seen until late. 

The Fredet-Rammstedt operation was done 
through a right rectus incision and the abdominal 
wound closed in layers with silkworm retention 
sutures. 

In the postoperative care, glucose or salt solution 
was given by the drip method or under the skin. 
Feeding was begun one hour after the operation—a 
teaspoonful of warm water alternated with diluted 
breast milk every two hours. The amount was in- 
creased gradually to full feeding on the fifth day. 

The lives of a greater number of infants with con- 
genital hypertrophic pyloric stenosis would be saved 
if all babies with projectile vomiting, constipation, 
visible peristalsis, rapid loss of weight, and other 
usual signs of obstruction were more carefully 
watched. 

The author draws the following conclusions: 

1. Ether anesthesia is preferable to local. 


2. The Fredet-Rammstedt operation is much 
simpler and more quickly performed than gastro- 
enterostomy and therefore preferable to the latter. 

3- In most cases the differentiation between pylo- 
rospasm and stenosis is clear. Fluoroscopic examina- 
tion should be resorted to only in doubtful cases as 
the patient is too ill to be loaded up with barium 
unless this is absolutely necessary. 

4. Patients under observation should not be al- 
lowed to lose too much weight before resort is had 
to surgery. After the loss of 20 per cent of the body 
weight, they become poor operative risks. The high 
mortality is due to the fact that many of these cases 
are seen too late to avoid operation. 

Rosert M. Grier, M.D. 


Dragstedt, L. R., and Vaughan, A. M.: Gastric 
Ulcer Studies. Arch. Surg., 1924, viii, 791. 


The authors studied the effect of exposing various 
tissues to the action of the gastric juice in experi- 
ments upon living dogs. The mucosa of the lower 
duodenum, upper jejunum, ileum, and colon was 
exposed. At the end of twelve months the mucosa 
was still intact and on microscopic and macroscopic 
examination appeared entirely normal. The intes- 
tinal serosa and muscular layers were less resistant. 

In other experiments, spleens with unimpaired 
blood supply and with or without their capsules 
were exposed to the action of the stomach juice by 
implanting them in the stomach wall. There was 
no digestion of the splenic tissues. The old theory 
that a mucous covering is necessary to protect a 
living cell from the action of the gastric juice was 
proved erroneous as at necropsy no mucosa was 
found over the spleens. 

In a third series of experiments kidneys with in- 
tact blood supply and with or without their capsules 
were implanted in the wall of the stomach. There 
was no digestion of the exposed tissues. 

In a fourth series of experiments the hind legs 
of living frogs were exposed to the gastric juice of 
dogs. Test tubes containing the juice were loosely 
fitted about the legs by means of rubber dams placed 
over the top of the tubes and perforated. In each 
case one hind leg was ligated to occlude its blood 
supply completely. The ligated and unligated legs 
were both digested, but in the unligated leg the 
digestion was much slower. 

In a fifth series of experiments the legs of living 
frogs were exposed to the gastric juice of frogs. At 
the end of two hours the skin had been completely 
digested, and at the end of four hours there was 
considerable destruction of the muscle and connec- 
tive tissue. 

Ina sixth series of experiments gastric ulcers were 
produced in dogs by injecting under the gastric 
mucosa a solution of 4 per cent nitrate of silver and 
then placing from twenty to thirty sutures of heavy 
linen thread in this area. Of six dogs treated in this 
manner, four showed unhealed lesions three and 
four months later. The administration of alkalies 
materially hastened the healing of the ulcers. This 
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was due, not only to neutralization of the gastric 
juice, but also to partial immobilization of the pylor- 
us caused by the alkalies. 

Experiments performed to determine the relation 
between ulcers and hyperacidity showed that, in 
dogs, an experimental ulcer may increase the secre- 
tion of gastric juice during the digestion of a meal. 
When the acidity of the juice is low, the production 
' of the lesion may increase it. A true hyperacidity in 
the sense of a gastric secretion with a higher concen- 
tration of hydrochloric acid than is found in normal 
pure gastric juice was never observed. 

Joun L. Dies, M.D. 


Hurst, A. F.: The Treatment of Severe Gastric 
and Duodenal Hemorrhage. Lancet, 1924, ccvi, 
1095. 

Hurst believes that hemorrhage from gastric and 
duodenal ulcers is far less frequently fatal than is 
generally supposed. In cases of hematemesis he has 
never been obliged to call in a surgeon to save the 
patient’s life. A review of the autopsy records of 
Guy’s Hospital, London, for the period from 1911 
to 1920 inclusive revealed only twenty-three deaths 
directly attributable to hemorrhage from a gastric 
or duodenal ulcer, excluding cases of cirrhosis of the 
liver. Since about 600 cases of gastric hemorrhage 
were admitted during this period, the mortality 
from severe hemorrhage was about 2.5 per cent. 

Of chief importance in the medical treatment of 
hemorrhage is complete rest in bed. This keeps the 
blood pressure down and prevents the dislodgement 
of the newly formed clot. The stomach must be 
empty and contracted. Repeated hypodermic in- 


jections of morphine keep the patient drowsy and 


overcome his apprehension. Atropine inhibits the 
gastric secretion. Neither food nor drink should be 
given by mouth. Rectal feedings with dextrose 
solution and the administration of saline solution by 
hypodermoclysis are essential. 

The author keeps the stomach empty by passing 
a stomach tube just beyond the cardiac orifice and 
washing repeatedly with about 4 oz. of ice cold water 
until the washings return clear. A 1:100 ferric 
chloride solution may be used instead. Finally 1 dr. 
of a 1:100 adrenalin chloride solution is poured into 
the stomach. The latter measure is especially 
effective in gastrostaxis in which the oozing comes 
from multiple small erosions of the gastric mucosa. 
Adrenalin given by this method is not absorbed and 
therefore cannot raise the blood pressure. 

Since the danger of recurrence of the bleeding 
depends upon the digestion of the blood clot over 
the ulcer site, Hurst favors the administration of 
magnesium oxide to neutralize the acid secretion. 
The patient’s blood should be grouped and if the 
hemoglobin falls below 30 a blood transfusion 
should be given immediately. Most British sur- 
geons are probably in accord with American sur- 
geons who believe that the danger of succumbing to 
hemorrhage is less than the danger of operation 
during hemorrhage. The chief indication for opera- 
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tion in the acute stage is the occurrence of severe 
persistent bleeding in an elderly person with 
arteriosclerosis. 

The author cites statistics to prove that the li- 
ability to bleed is just as great after an operation for 
gastric or duodenal ulcer as after medical treatment 
whether the patient had hemorrhage previously or 
not. The only definite indications for surgery are 
hour-glass contraction and pyloric obstruction, 
neither of which will occur if all foci of infection are 
eradicated and medical treatment is carried out 
long enough. Joun W. Nuzvum, M.D. 


Mayo, C. H.: Gastroduodenostomy: Its Indica- 
tions. Surg., Gynec. & Obst., 1924, xxxviii, 583. 


Within the last few years it has become generally 
recognized that not infrequently ulcers cause few or 
no symptoms. Cases with mild symptoms of bleed- 
ing may not be recognized as cases of ulcer any more 
readily than those in which there is no bleeding, but 
those with severe hemorrhage are recognized at 
once as probably cases of ulcer. Many ulcers heal 
under conservative treatment, but others may not 
heal even after gastro-enterostomy. The Sippy 
treatment has given relief or a cure in a sufficient 
number of cases to warrant its trial in selected cases. 
Large gastric ulcers may develop into cancer, but 
duodenal ulcers apparently do not. 

The various procedures developed for the surgical 
relief of gastric and duodenal ulcers represent varia- 
tions of technique on few principles. The method of 
operation chosen should be suited to the particular 
case. The author discusses the Billroth I and II 
operations, and the variations in technique intro- 
duced by Kocher, Heineke, Mikulicz, Finney. 
Loretta, Hahn, Polya, Balfour. and Haberer. If the 
outlet, the new pylorus, formed in the Billroth I 
procedure is small, a slight incision of the anterior 
wall of the duodenum will enlarge its perimeter for 
suture to the stomach. The danger of leakage follow- 
ing gastric resection is greatly reduced by the W. J. 
Mayo procedure of drawing a fold of the omentum 
through the opening in the gastrocolic membrane 
behind the stomach to reach and cover the suture 
line of the lesser curvature as well as the posterior 
gastroduodenal incision, and to prevent adhesions 
and fixation of the stomach to the pancreas. The 
anterior suture line is covered in the same manner 
by a strip or fold of omentum. 

The author prefers a large flap gastroduodenos- 
tomy to the narrow one of Finney. His procedure is 
so adapted that it excises anterior pyloric ulcers, 
either low gastric or duodenal lesions. The closure 
is made by suturing from above down, beginning at 
the division of the pyloric muscle and suturing the 
duodenum to the stomach. The line of suture is 
continued out on the flap of duodenum and stomach, 
the pyloric opening being greatly enlarged and 
lowered. The operation is only half as extensive as 
a gastro-enterostomy. It does not empty acids into 
an area of small bowel unaccustomed to them. It 
cannot be followed by gastrojejunal ulcer or gastro- 
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jejunocolic ulcer with fistula, such as may follow 
posterior gastro-enterostomy. It does not lower the 
gastric acids to the same degree as does gastro- 
enterostomy. The risk is equal, and both procedures 
are often equally possible. However, gastrojejunal 
ulcers are more common in cases in which high acids 
empty into the jejunum which is not fitted to receive 
them. 

Gastro-enterostomy does not always cure ulcers, 
but even with its indiscriminate general application 
it has been found an eminently successful procedure. 
When it is properly performed in cases of proved 
ulcer or obstruction due to ulcer, ill results occur in 
only a small percentage. Gastrojejunal ulcer develops 
in not more than 2 per cent. The effort to advance 
the adoption of upper duodenal and partial gastric 
resection by attributing to gastro-enterostomy a 
high percentage of failures, frequent secondaries, 
and a high mortality, was a great mistake. Gastro- 
enterostomy has established its record. 


Lecéne: The End-Results of the Treatment of 
Perforated Gastric and Duodenal Ulcers (Ré- 
sultats éloignés du traitement des ulcéres gastro- 
duodénaux perforés). Bull. ef mém. Soc. nat. de 
chir., 1924, 1, 275. 

On the basis of nine cases, Lecéne draws the follow- 
ing conclusions: 

1. There is no essential difference between the 
end-results of operations for perforated ulcers and 
those of operations for non-perforated ulcers. 

2. The addition of gastro-enterostomy to the 
suturing of a perforated gastric or duodenal ulcer 
appears to assure better and more lasting recovery. 
In cases of perforated juxtapyloric ulcer a gastro- 
enterostomy is indicated as a supplementary meas- 
ure whenever the patient’s condition will allow it. 

3. Pylorogastric resection for perforated ulcer 
does not always prevent serious complications. In 
certain cases this procedure may be less radical 
than it appears. 

4. In operatively cured cases of perforated gastric 
or duodenal ulcer a recurrence of the ulcer or a 
gastrojejunal ulcer may develop after several years 
of apparently good health. 

5. With regard to cases of gastric and duodenal 
ulcer it is advisable to use the words “recovery” 
and “radical operation” with discretion and in a 
restricted sense as late recurrences are possible. 
To date, the surgery of gastric and duodenal ulcer 
has been a symptomatic surgery since it is incapable 
of reaching the cause of the disease, which is still 
unknown. W. A. BRENNAN. 


Balfour, D. C.: Factors of Safety in Gastric Surgery. 
Minnesota Med., 1924, vii, 337. 

Because of the importance of maintaining the 
operative mortality rate as low as possible it is 
essential that surgeons become familiar with the 
chief factors contributing to safety in gastric surgery. 

The first consideration is the advisability of opera- 
tion. Chronic gastric ulcer usually indicates immedi- 
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ate operation because the operative risk is insignifi- 
cant when it is compared to the danger of permanent 
disability. Postponement of operation may be war- 
ranted to allow the patient’s condition to improve. 
As duodenal ulcer is less serious, contra-indications 
to operation are more numerous and medical man- 
agement may be advisable, although the low risk 
and excellent results of operation leave no justifica- 
tion for non-surgical measures ineffectively pro- 
longed. In carcinoma of the stomach, however, 
much greater risks may be accepted since the only 
hope of cure is given by operation. The problem of 
the advisability of exploration has been greatly 
simplified by roentgenological examination. 

In cases of peptic ulcer pre-operative preparation 
is usually not necessary, but may be advisable if 
there are complications such as obstruction, anemia, 
or hemorrhage. 

The chief factors of safety are in the conduct of 
the operation. Probably the safest anesthetic is a 
local anesthetic combined if necessary with a small 
amount of a general anesthetic. Ethylene appears 
to represent an important advance in the field of 
anesthesia. 

The first rule is that the operation should be com- 
pleted as expeditiously as is consistent with careful 
work. It is essential also that the operation selected 
be that which is best suited to the lesion. The next 
important factor is proper performance of the 
operation. The fundamental principle is adequate 
drainage. Any anastomosis should be large, properly 
placed, and protected against subsequent inter- 
ference in its function. Also of great importance are 
the avoidance of tension and the control of hamor- 
rhage. 

In the postoperative care, the attention is first 
directed toward the prevention of pulmonary com- 
plications. Rest for the stomach should be provided 
by giving fluids by rectum. If acute dilatation of 
the stomach is suspected, the stomach tube should 
be promptly used. If oozing takes place into the 
stomach, gastric lavage with water at 120° degrees F. 
is the most efficacious measure, and may be repeated 
as necessary. When obstruction at the anastomosis 
does not respond to lavage, prompt entero-anastomo- 
sis should be performed. The most successful control 
of any complication depends, of course, upon its 
early recognition and treatment. 


Poynton, F. J.: Acetonzemia and Volvulus of the 
Small Intestine in Childhood. Lancet, 1924, 
ccvi, 1045. 


This article is based on a series of five cases in 
young children. The signs of the condition were 
recurrent attacks of vomiting and abdominal pain, 
constipation, an acetone odor to the breath, and 
the presence of large quantities of acetone and 
diacetic acid in the urine. The physical findings 
were practically negative. There was no palpable 
tender mass and no abdominal distention to suggest 
a surgical lesion. In every case the condition was 
fatal. At autopsy an obstruction high up in the 
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small bowel was found. The greater portion of the 
small intestine was gangrenous. The mesentery was 
unusually long and was twisted on itself clockwise. 
It is pointed out that acetonemia in childhood is 
a symptom. The diagnosis may be difficult, espe- 
cially when there is a history of recurrent attacks of 
nausea, vomiting, and constipation. 
may occur as a fleeting and trivial symptom, or as 
a symptom of evidently grave import demanding 
surgical intervention. Joun W. Nuzum, M.D. 


Owen, A. W.: Remarks on the Diagnosis and 
Treatment of Chronic Intussusception. Brit. 
M. J., 1924, i, 904. 

Chronic intussusception is a disease of adults, 
being rare in children. It may be present for weeks 
without producing obstruction or bloody stools. 

On palpation, a sausage-shaped tumor and an 
unnatural emptiness in the right iliac fossa may be 
felt. In Still’s cases the tumor was palpated more 
distinctly when the patient was asleep. The X-rays 
did not help in the diagnosis. The condition has 
been mistaken for appendicitis and tuberculosis. 
Still described a typical case in a child as follows: 

The patient was seized suddenly with pain in the 
abdomen and vomited once or twice. During the 
next few days he had several other attacks of vomit- 
ing associated with colicky pain. These attacks 
then became less frequent, occurring only once in 
two or three days. Bowel movement, which had 
occurred daily before the onset of the condition, 
became less regular, but aperients had a good effect 
and the stools were normal, containing no blood or 
at most only a streak once or twice such as might 
be seen in the stools of any constipated child. The 
symptom that troubled the child’s parents most was 
the wasting. The temperature remained normal. _ 

Reduction of an intussusception is usually not 
very difficult. After the reduction a few Lembert 
sutures are necessary to close over the peritoneal 
tears on the wall of the intestine due to the separa- 
tion of adhesions. If the intussusception is irredu- 
cible or gangrenous, short-circuiting removal of the 
intussusceptum through the ensheathing layer, or 
resection with end-to-end anastomosis should be 
attempted. Resection has a high mortality. Usually 
the mesentery is abnormally long and the cecum 
and ascending colon are unduly mobile. Sometimes 
plication of the mesentery or fixation of the cecum 
may overcome the tendency toward invagination, 
but except in recurrent cases, is seldom necessary. 

Pure J. Murpuy, M.D. 


McKenty, J.: Chronic Duodenal Stenosis. 
Gynec. & Obst., 1924, xxxviii, 444. 


The type of duodenal stasis discussed is that re- 
sulting from compression of the duodenum between 
the root of the mesentery (with its contained mesen- 
teric artery) and the aorta. 

The findings at operation are the following: 

1. Dilatation of the duodenum throughout its 
entire length. 
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2. Narrowing of the angle between the superior 
mesenteric artery and the aorta sufficient to obliter- 
ate the lumen of the bowel at this point. 

3. The passage of the gas into the previously col- 
lapsed jejunum when the root of the mesentery is 
raised. 

4. Thickening of the wall of the duodenum. 

Compression of the duodenum by the root of the 
mesentery is probably the result of the erect posture 
of man since it does not occur in animals. Other 
factors in the etiology are the habitus and _vis- 
ceroptosis, but of greater importance is a loose 
cecum with a long parietocolic fold which exerts 
traction on the mesentery of the small bowel. 

The symptoms suggest dyspepsia and disease of 
the gall bladder and appendix. The feeling of gas 
and of distention is relieved by the assumption of the 
lateral prone position. The roentgen-ray examina- 
tion will definitely reveal the presence or absence of 
duodenal stasis. Non-operative measures consist in 
the wearing of an abdominal belt and postural 
treatment. 

The operative treatment consists in duodeno- 
jejunostomy or, in less severe cases, suspension of the 
cecum, ascending colon, and hepatic flexure. In a 
duodenojejunostomy the duodenum is_ exposed 
through the transverse mesocolon between the right 
colic and the ileocolic arteries and the anastomosis is 
made in the usual manner. 

Since 1914 the author has performed duodeno- 
jejunostomy in thirteen cases. There was one 
operative death. The appendix was removed in 
eleven cases and the gall bladder in two. Nine 
patients were cured and two were greatly benefited. 
In one case the result was unsatisfactory. 

VERNE G. BurRDEN, M.D. 


Diamond, J. S.: Newer Phases in the Roentgen 
Interpretation of Duodenal Ulcer. Am. J. 
Roentgenol., 1924, xi, 317. 

The indirect method of roentgen examination, 
based on hypermotility, hyperperistalsis, hyper- 
tonicity, etc., has no conclusive value in the diagno- 
sis of duodenal ulcers, particularly in the early stages. 
Changes in the configuration of the duodenum are of 
conclusive value. These are best studied in serial 
roentgenograms. 

The anatomical factors which exert an influence 
upon the configuration of the duodenum in ulcer 
are: 

1. A localized thickening and reinforcement oi 
the musculature along the lesser curvature border oi 
the cap. This simulates the tenia coli, and may be 
called “‘tenia bulbi duodeni.” 

2. The suspensory effect of the duodenohepatic 
ligament. 

3. The formation by (1) and (2) of a supporting 
structure or fulcrum on the lesser curvature border 
of the duodenum. 

As a result of these factors, ulceration causes « 
drawing up of the adjoining structures so that the 
ulcer overrides the lesser curvature and the localized 
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contraction narrows the lumen in the segment 
bearing the ulcer. ; 

The roentgen deformities in duodenal ulcer are: 
(1) the niche, commonly on the lesser curvature 
border (present in 66 per cent of the author’s series), 
(2) the defect, (3) retraction, and (4) diverticula 
formations. The defect and retraction are spastic 
manifestations and may or may not be accompanied 
by the niche. They seldom represent the ulcer base. 
The administration of belladonna for forty-eight 
hours and a milk diet will usually relax the spasm 
and permit the visualization of a niche. The diverti- 
cula are of the pulsion type and are proximal to the 
ulcer. They differ in size and shape during the exam- 
ination and were found six times in the series of 
thirty cases. 

The literature contains the reports of numerous 
cases in which an ulcer was present without any 
palpatory sign of ulcer at operation. 

In the author’s opinion a negative surgical diag- 
nosis is not justified unless the duodenum is opened 
and inspected. Cuartes H. Heacocx, M.D. 


Apperly, F. L.: Gastro-Enterostomy: Observations 
on Its Mechanism and on the Production of 
Pain in Duodenal Ulcer. Med. J. Australia, 1924, 
i, 256. 


In a study of twenty-seven postoperative cases, 
thirteen of which had been studied before operation, 
it was found that they fell into two groups, viz., 
those in which the free acidity was reduced and those 
in which the acidity was not reduced or was in- 
creased. 

Apperly believes that the neutralization of acid, 
which occurs normally in the duodenal cap, results 
in the relief of pyloric spasm and therefore in the 
relief of pain. Gastro-enterostomy in the presence 
of pyloric spasm results in the emptying of the 
stomach contents into the duodenum and a con- 
sequent backing up of the alkaline duodenal con- 
tents toward and into the duodenal! cap with neu- 
tralization of the acid there and relief of the spasm 
and pain. 

After gastro-enterostomy an X-ray examination 
made at one time may show all of the food passing 
by way of the stoma while an examination made at 
another time may show it passing entirely by way 
of the pylorus. Therefore non-function of the stoma 
cannot be diagnosed by one X-ray examination. 

Exclusion of the duodenum has no effect upon 
postoperative acidity. 

Bile was present in the fasting contents of the 
stomach before operation in 17 per cent of the cases 
and after gastro-enterostomy in 54 per cent. All 
of the test meals contained bile. 

A certain percentage of patients show high acidity 
after gastro-enterostomy. High acidity with symp- 
toms after operation suggests a faulty, stoma. 
Operation gave a complete cure in 63 per cent of 
the cases presenting definite gastric or duodenal 
ulcer and caused improvement in 31 per cent. In 
6 per cent it failed. Dennis W. Crite, M.D. 
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Lundberg, S.: Cancer of the Duodenojejunal 
Flexure. Acta chirurg. Scand., 1924, lvi, 417. 


The author reports a carcinomatous stricture in 
the duodenojejunal flexure of a man 64 years of age 
who had suffered from periodical attacks of vomiting 
for ten months. Factors of great importance in the 
diagnosis were the roentgen findings and the gall- 
colored vomitus. At operation, the duodenojejunal 
flexure was resected and the continuity of the 
intestine re-established by end-to-side anastomosis. 
Histological examination showed the lesion to be an 
adenocarcinoma. Three months after the operation 
the patient was without symptoms. 


Cuny, J.: An Unusual Mechanism for the Produc- 
tion of Internal Strangulation by Meckel’s 
Diverticulum (Un mécanisme rare de la production 
d’un étranglement interne par diverticule de Meckel). 
Bull. et mém. Soc. anat. de Par., 1924, xciv, 133. 


Six days before admission to the hospital, an 
apparently healthy child 4 years of age had a sudden 
attack of vomiting and epigastric pain. The pain 
soon became general throughout the abdomen. 
The passage of feces and gas was arrested, and re- 
peated enemas given during a period of three days 
were ineffectual. The facies suggested peritonitis. 
The pulse was 140, the temperature 38 degrees C, 
and the abdomen markedly distended and rigid. 

An emergency operation revealed a little sero- 
sanguinous fluid in the peritoneal cavity and a long 
loop of small intestine strangulated by a Meckel 
diverticulum adherent at its tip to the cecum. The 
diverticulum was situated between 45 and 50 cm. 
from the ileocecal valve; its base was 3 cm. in diam- 
eter. Itslumen was filled with ascarides lumbricoides. 
The strangulated loop was freed by division of the 
fibrous adhesion of the diverticulum. The intestines 
could be replaced only after they had been freed of 
feces and gas through an incision. The abdominal 
wall was closed up to the ileocecal region, the intes- 
tinal incision, and the diverticulum which the 
author intended to remove at a second operation. 
The child died that night. 

The author emphasizes the importance of the 
ascarides in the pathology. He assumes that at first 
the diverticulum contained only a few worms and 
that the intestinal loop engaged behind the cxco- 
diverticular band became strangulated when the 
number of ascarides increased sufficiently to stretch 
the diverticulum and render it turgescent. 

Cackovic reported a case of volvulus which he 
attributed to violent movements of the intestine 
stimulated by ascarides in a Meckel diverticulum. 

The local complications associated with the pres- 
ence of ascarides are: (1) mechanical obstruction by 
the worms, and (2) an infectious process such as 
cholecystitis, appendicitis, diverticulitis, intestinal 
ulceration, or perforation with general or localized 
peritonitis or abscess. 

The complications due to Meckel’s diverticulum 
are classified by Wienecke as: (1) obstruction by 
adhesion of the diverticulum to form a band, (2) 
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obstruction by a free diverticulum through the 
formation of a knot or the occurrence of volvulus, 
and (3) pseudo-obstruction or paralytic obstruction 
from diverticular peritonitis. 

Wa tter C. Burket, M.D. 


Brockman, R. St. L.: The Problem of Drainage in 
Acute Appendicitis. Brit. J. Surg., 1924, xi, 690. 


The trend of opinion in recent years is toward the 
elimination of drainage in acute appendicitis as far 
as possible with safety. 

Fecal fistula, secondary hemorrhage, residual 
abscesses, and the formation of intestinal bands 
causing obstruction are much more common, and 
convalescence is le s comfortable and more pro- 
longed, when drainage is established than when it is 
avoided. 

The resistance of the peritoneum to infection is 
explained by the absence of a rapidly acute tension 
causing tissue destruction. The greater resistance 
of the pelvic peritoneum as compared with that of 
the peritoneum in the upper part of the abdomen is 
due to the looseness of attachment of the former. 
In the upper abdomen the membrane is firmly 
bound down to the substance of the liver and 
diaphragm. 

The advisability of drainage depends upon the 
state of the peritoneum. The question to be decided 
in every case is whether the damage done has pro- 
gressed so far that complete return to normal would 
be impossible after the removal of the primary 
cause of the inflammation. 

If closure is effected without drainage, the peri- 
toneum must be intact at the time the abdomen is 
closed and must remain intact after closure. 

The author divides cases of appendicitis into the 
following classes: 

Class A, cases in which the condition is that of a 
frankly localized abscess with granulating walls 
which bleed freely as soon as the pus is evacuated. 
In such cases drainage is indicated whether the 
appendix is removed or not. 

Class B, cases of ordinary acute appendicitis in 
which the appendix has not become gangrenous or 
perforated. Free fluid may be absent or, if present, 
is just becoming turbid. In a series of 390 such 
cases treated by appendectomy followed by pri- 
mary closure there were no untoward results. Drain- 
age is necessary only when the appendix is buried 
in a mass of old adhesions, the removal of which 
denudes a large area of its peritoneum and causes 
oozing. 

Class C, cases of gangrenous or perforative ap- 
pendicitis with diffuse peritonitis. In such cases the 
peritonitis is often purulent. In the great majority, 
closure can be effected without drainage, but in a 
few, especially those in which the cells of the peri- 
toneum have obviously undergone a destructive 
change, closure without drainage would change the 
potential abscess into an actual abscess. In the 
absence of definite signs discernible to the eye, the 
following facts must be borne in mind: 
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1. Cases in which the condition has been present 
longer than three days are more apt to require 
drainage than those dealt with earlier. 

2. Achild of 12 years or under with a gangrenous 
appendix and purulent fluid in the pelvis will not 
stand closure as well as an adult with the same 
condition. 

3. The degree of toxemia can be judged with 
considerable accuracy from the patient’s general 
appearance and facial expression. The presence of 
cyanosis without dyspnoea is a sign of advanced 
toxemia. It usually foretells a fatal ending and is a 
clear danger signal against closure without drainage. 

It is believed by many surgeons than an exudate 
with a purulent appearance is pus which demands 
drainage. The author states, however, that drain- 
age of a pus-containing cavity is necessitated, not 
by the contained fluid, but by the condition of the 
walls of the cavity. This is true in the case of the 
peritoneal cavity. Wilkie holds that an immediate 
examination of the fluid will give the necessary 
information. He claims that the absence of large 
mononuclear cells, their failing power of absorbing 
stains, and absence of phagocytosis are evidences 
that drainage is required. The surgeon can usually 
rely upon the gross characteristics of the exudate. 
The greater the amount of fluid found, the safer it 
is to close without drainage, provided the exudate, 
however purulent it may be, is homogeneous in 
appearance. Drainage is required in cases of gan- 
grenous appendix with dry peritonitis of the diffuse 
variety, in those with a blood-stained purulent 
exudate; in those with a large number of definite 
flakes of coagulated lymph; and in those with an 
exudate which has been described as resembling 
beef tea. Apart from these conditions, the presence 
of a purulent peritonitis does not of itself demand 
drainage. 

The degree of gangrene or perforation of the 
appendix matters little in the question as to the 
advisability of drainage provided the organ lies free 
in the peritoneal cavity. If it is bound down by 
adhesions or is extraperitoneal, its removal leaves a 
raw infected surface of connective tissue which 
demands local drainage. Any signs of extensive 
thrombosis or threatened gangrene of the cecum or 
intestines or a marked cedema of these parts gives 
warning that closure may cause serious trouble. 

Drainage is of three types: (1) local drainage, (2) 
pelvic drainage, (3) safety-valve drainage. In all 
instances the material used is rubber tubing. 

Local drainage. Local drainage is called for when 
the invagination of the appendix stump is insecure, 
when the formation of a fecal fistula is feared, when 
there is local oozing, and when there is an abscess 
cavity shut off from the general peritoneum. 

Pelvic drainage. There are very strong factors 
against the use of pelvic drainage. The tube be- 
comes shut off from the peritoneal cavity in a few 
hours, and the only indication for the use of a drain 
in the pouch of Douglas is the presence of an abscess 
cavity in that region at the time of operation. 
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Safety-valve drainage. Safety-valve drainage can 
be provided by passing a tube just through the 
incision in the parietal peritoneum. The spaces in 
the abdominal wall should be drained to prevent 
diffuse cellulitis of the walls—a tube to the perito- 
neum, a tube under the external oblique aponeurosis, 
and a silkworm gut twist above the aponeurosis. 

The question of drainage can be definitely settled 
only by a true understanding of resistance to infec- 
tion. If a patient possesses strong resistance, it is 
immaterial whether drainage is established or not. 
If he lacks this power, trouble is to be expected 
whether drainage is established or the abdomen is 
closed primarily. Howarp A. McKnicut, M.D. 


Rockey, A. E.: Transverse Incision and Dependent 
Drainage in Appendicitis. Ann. Surg., 1924, 
Ixxix, 740. 

In operations for appendicitis the author has used 
a transverse incision for eighteen years. This ex- 
tends from over the belly of the right rectus directly 
across McBurney’s point to a point just above the 
iliac spine. The rectus sheath is cut and the aponeu- 
roses of the external and internal oblique and the 
transversalis are incised transversely. The incision 
is spread open by up and down traction, a large 
area of peritoneum being thereby exposed. Exposure 
is facilitated by retractors in both ends of the incision. 
The appendix can be readily delivered without con- 
tamination of intestines. 

When the appendix occupies the pelvic position, a 
vertical mid-rectus incision is better. The transverse 
incision is especially applicable to suppurative cases 
because it facilitates dependent drainage. The latter 
is favored also by placing the patient on the right 
side with the trunk slightly raised. The drainage 
material is brought out through the outer angle of 
the incision and the wound loosely closed by sutures 
in the sheath of the rectus, the aponeuroses, and the 
muscles. VeERNE G. BuRDEN, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Mann, F.C.: A Consideration of Some of the Func- 
tions of the Liver. Surg. Clin. N. Am., 1924, iv, 
345- 

The function of the liver is discussed with regard 
to three general considerations: the relation of the 
liver to carbohydrate metabolism, to protein metab- 
olism, and to the formation of bile pigment. The 
conclusions given were drawn from the results of a 
large series of experiments on the effect of total 
removal of the liver from dogs. It is emphasized 
that the liver was completely removed, and the 
resultant experiments were not complicated by 
portal obstruction, anesthesia, or other objectiona- 
ble features. 

After the liver is removed from a dog, the animal 
recovers from the anesthetic, and for a few hours, 
usually from three to five, appears normal. During 
this time it will walk around, respond to call, wag 


its tail, and seem no different from animals subjected 
to other operative procedures. After a variable 
period it develops a very constant characteristic 
group of symptoms. These, in the order of their 
occurrence, are muscular weakness, loss of reflexes, 
muscular twitchings, and convulsions. The time 
elapsing between the first symptoms and death is 
seldom more than an hour or two. The symptoms 
mentioned were found to correspond closely to the 
decrease in the sugar in the blood. They can be 
prevented and the animal maintained in a normal 
active state for twenty-four hours by the adminis- 
tration of glucose or substances which are converted 
into glucose in the blood of the dog. Many other 
substances have been used, but glucose is the only 
substance with this action. It has this effect whether 
given orally, by jejunostomy, or intravenously. 

After hepatectomy, the glycogen content of the 
muscles decreases, showing that this source of glu- 
cose is being drawn upon. It was noted also that 
the transitory hyperglycemias, those following an- 
zsthesia, asphyxia, the administration of certain 
drugs, such as adrenalin, did not occur if the liver 
was removed. In the hyperglycemia following pan- 
createctomy, the blood sugar is immediately de- 
creased after hepatectomy. The liver undoubtedly 
is primarily concerned in the regulation of the normal 
level of the blood sugar. 

Protein metabolism is markedly affected by re- 
moval of the liver. Amino-acid excretion in the 
urine and the amount of amino-acid nitrogen in 
the blood are increased. Creatinine-creatine metab- 
olism is not affected. Uric acid accumulates in the 
blood and large amounts are excreted in the urine. 
Urea formation depends entirely on the presence of 
the liver. Following removal of the liver the decrease 
in the urea content of the blood is the decrease 
accounted for by the excretion of urea in the urine. 
In the hepatectomized animals whose kidneys also 
were removed, the blood urea remained at a con- 
stant level for the entire course of the experiment, 
which in several instances was fifteen hours. 

Dogs become jaundiced following complete re- 
moval of the liver; within sixteen hours the sclera and 
mucous membranes are definitely yellow. The urine 
secreted a few hours after the operation contains 
bile pigment, and the plasma shows bilirubin within 
six hours, the amount of bile pigment in the blood 
increasing progressively until death. As the same 
development of bile pigment occurs if the entire 
abdominal viscera are removed, the bile pigment 
found in the blood, urine, and tissues must have 
been formed outside the peritoneal cavity. 

The liver plays an important part in the metab- 
olism of carbohydrates and proteins, but is not 
essential for the formation of bile pigment. 


De Takats, G.: Some Problems of Jaundice and 
— Significance in Surgery. Ann. Surg., 1924, 
xxix, 662. 


By means of a simple chemical reaction two types 
of jaundice can be distinguished, viz., cholamia and 
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bilirubinemia. Cholemia results from a disturbance 
in the bile flow or incompetency of the hepatic cell, 
while bilirubinemia results from an overproduction 
of bilirubin due to increased hemolysis. 

Disturbance of liver function results in an increase 
in the bleeding and coagulation time, sensitiveness 
to narcotics, and a marked acidosis after operation. 
Therefore a careful determination of the liver func- 
tion is of great importance. 

Because of the danger of cholemia, the patient 
should be subjected to operation as soon as possible. 
After four weeks the indication is urgent. 

Hemolytic jaundice can be cured by splenectomy 
although it is not always possible to cure the under- 
lying disease. In cases of thrombopenia the hemor- 
rhage ceases after splenectomy although the increase 
in the blood plates is only temporary. 

Oscar E. NapEau, M.D. 


Heyd, C. G., MacNeal, W. J., and Killian, J. A.: 
Hepatitis in Its Relation to Inflammatory 
Disease of the Abdomen: A Clinical and Lab- 
oratory Study. Am. J. Obst. & Gynec., 1924, vii, 
413. 

Hevyp finds certain liver changes associated with 
chronic abdominal infection which render the patient 
an invalid even after successful surgical intervention. 

Microscopic examinations were made of speci- 
mens of liver removed during the course of opera- 
tions for acute and chronic appendicitis and for 
ulcer and carcinoma of the stomach. 

When macroscopic liver changes were present, 
these were uniformly distributed throughout the 
right lobe of the liver. The left lobe always showed 
evidence of the same pathological process but here 
it was less intense. Occasionally the liver changes 
were much more marked than the associated changes 
in the gall bladder, appendix, or stomach. The pres- 
ence or absence of stones in the gall bladder did 
not seem to make much difference. The essential 
elements were apparently: (1) chronicity of the 
infective process, and (2) persistence of a certain 
degree of intensity of the offending agent, chemical 
or biochemical. 

In catarrhal types of appendicitis and cholecys- 
titis there was a thickening of the capsule of the 
liver with occasionally adhesions, thickening of the 
anterior border, crenation, swelling, and surface 
dimpling. 

In localized gall-bladder disease the changes in 
the area of the gall-bladder region were more intense 
then elsewhere, and the quality of the change varied 
inversely with its distance from the gall bladder. 
In these cases the microscopic examination of the 
liver section showed subcapsular lymphocytic infil- 
tration and intercellular lymphatic infiltration. If 
there was an acute inflammation in the appendix or 
gall bladder, leucocytic infiltration was merged with 
lymphocytic infiltration. When the abdominal con- 
dition was essentially chronic, the surface changes 
on the liver became more marked and more diffuse, 
and there was an increase in the size of the liver. 


INTERNATIONAL ABSTRACT OF SURGERY 


The liver was grossly enlarged in about 50 per cent 
of the cases, and in about 90 per cent of the cases 
the enlargement was confined to the right lobe and 
particularly the outer and posterior half of this lobe. 

In the more chronic cases the uniform fibrosis was 
more marked, loose connective tissue was found in 
abundance about the bile ducts and portal veins, 
and bile stasis was more apparent and was associated 
with hyperplasia and the budding of immature bile 
ducts. Leucocytic and lymphocytic infiltration ex- 
tended between the flattened and distorted liver 
cells. Many of the latter showed vacuoles and dis- 
integration, and occasionally intracellular and inter- 
cellular pigment with fatty degeneration and hepatic 
cell destruction. In rare instances, hyperplasia of 
the blood capillaries and an increase in the syncytial 
cells of Kupffer were found. Apparently there was 
no definite parallelism between the gross and qual- 
itative liver changes and the pathological stage of 
the associated abdominal condition. In some cases 
it was apparent that the force of the affection was 
spent on the originally infected viscus remote from 
the liver; in others, the force of the offending agent 
apparently produced the greatest injury on the liver, 
causing minimal changes in the extrahepatic viscus. 
The latter often showed well-established repair. 

When a death follows an operation upon the 
external biliary passages it is generally attributed to 
the development of shock, hemorrhage, cholemia, 
or gastric dilatation. When the deaths that might 
be attributed to any of these causes are eliminated, 
there still remains a small number which could not 
be explained. : 

The author distinguishes three types of clinical 
conditions which have followed laparotomy for the 
treatment of pathological conditions of the abdomen. 
The first presents a clinical picture of a postoperative 
vasomotor depression occurring too late to be inter- 
preted as surgical shock. At the end of from twenty- 
four to thirty-six hours, without any apparent cause, 
the patient passes into a pronounced state of vaso- 
motor collapse characterized by coldness of the 
extremities, moistness of the skin, marked stimula- 
tion of the brain, and a facial expression not unlike 
the facies of fear. 

The second type of clinical picture is noted usually 
after the fifth day. The patient slowly becomes stu- 
porous and in the course of from twelve to twenty- 
four hours passes into coma. The temperature rises 
to 103 or 104 degrees F. This condition is essentially 
a coma occurring in a patient with a diminishing 
obstructive jaundice. 

The third type of clinical picture is noted immedi- 
ately after operation on the gall bladder, sometimes 
after rather simple operations. However, this lethal 
complication terminates a long history of gall-blad- 
der or biliary duct infection. As a rule there has 
been no jaundice. The onset is characterized by 
coma almost immediately after the operation. 
Ordinarily the patient does not recover from the 
anesthesia. The temperature rises to 104 or 105 
degrees F. with marked acceleration of the pulse, 
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subsultus tendinum, carphology, and talking de- 
lirium. In rare instances there is marked motor 
excitation. 

Whether or not the liver is primarily at fault in 
these three conditions is not known. The liver reacts 
to long-continued or habitual toxic irritation by two 
pathological processes, viz., degeneration of the 
liver cells and proliferation of connective tissue. 
These processes apparently go on simultaneously. 
Degenerating areas are replaced by connective tissue 
and intracellular material, and as the result of the 
replacement and contraction there is atrophy of the 
parenchyma of the liver. The author believes it 
reasonable, however, to assume that the conditions 
described are in some manner associated with liver 
dysfunction. 

MacNEAt found the liver subject to acute puru- 
lent inflammation secondary to severe purulent 
disease in the intestinal tract, the gall bladder, or 
the bile ducts. These conditions result in a marked 
diminution of the specific liver parenchyma and a 
more or less marked increase of the fibrous tissue of 
the capsule and the interlobular trabecule. The 
liver participates in a great variety of general dis- 
eases and especially in severe infections and intoxi- 
cations. At operation the surgeon notes usually 
enlargement of the liver with rounding of its mar- 
gins or opaque bands of fibrosis in the liver substance 
near the gall bladder. This enlargement is evidently 
due in part to excess of fluid in the liver, congestion, 
and oedema, especially when there is an active in- 
flammation in the gall bladder or portal territory. 

Under the microscope the soft swollen liver shows 


general dilatation of the vascular channels and a rich 
infiltration of the connective tissue trabecule by 
lvmphocytes and smaller numbers of polynuclear 
leucocytes. In the more actue inflammations, the 
endothelial lining of the capillaries may be visibly 


thickened. In the irregularly enlarged liver, the 
microscope reveals definite fibrous thickening of the 
connective tissue trabeculz and usually an excess of 
small bile ducts in this tissue. Lymphocytic infiltra- 
tion is more or less marked, apparently depending 
upon the presence or absence of exacerbation of the 
inflammatory process. Liver lobules of irregular 
form and arrangement may be recognized. They 
doubtless indicate actual growth of the liver sub- 
stance. The firm smaller liver reveals, under the 
microscope, a still more marked excess of fibrous 
tissue in the trabecule. 

KILLIAN states that in such cases the carbon 
dioxide combining power is markedly increased 
above the normal, representing from 81 to 100 
volumes per cent. Of six cases recently studied, 
four terminated fatally; all of the latter were cases 
of chronic disease of the gall bladder subjected to 
simple operations. It has been determined that the 
increase in the carbon dioxide combining power is 
associated with a decrease in the hydrogen-ion con- 
centration and that hence there is a true alkalosis. 

In many of these cases the non-protein nitrogen 
exceeds the upper normal level of 30 mgm. per 100 
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c.cm. The urea nitrogen, on the contrary, does not 
show a corresponding increase; in fact, in some cases 
it is subnormal. These findings indicate a corres- 
ponding increase in the rest nitrogen. In many 
cases of gall-bladder disease there is a mild hyper- 
glycemia of from 0.140 to 0.200 per cent. Associated 
with this increase in the blood sugar there is an in- 
crease in the activity of the blood disease. 

An increase in the cholesterol content of the blood 
has been observed in cases of obstruction of the 
biliary tract due to calculi, new growths, and other 
mechanical causes. 

The calcium and fibrin contents were found to be 
normal. This fact, however, does not contra-indicate 
the use of dilute solutions of calcium chloride to 
decrease the coagulation time. Clotting requires 
ionizable calcium. The chloride content of the 
blood was found to be normal except in cases show- 
ing an increased carbon dioxide combining power. 
In the latter a decrease in the chloride concentration 
was noted. Epwarp L. Cornett, M.D. 


Friedman, J. C., and Straus, D. C.: Bilirubin 
Determination in Cholecystitis Without Jaun- 
dice. J. Am. M. Ass., 1924, Ixxxii, 1248. 


The normal bilirubin blood concentration is 0.3 
to 0.5 part in 200,000 parts. Visible jaundice occurs 
and bilirubin is excreted by the kidneys only when 
the blood content is 4 parts or more in 200,000 parts. 
The Fouchet and the direct and indirect Van den 
Bergh are qualitative tests of hyperbilirubinemia. 

In Van den Bergh’s direct test, 0.25 c.cm. of 
Ehrlich’s reagent is added directly to 1 c.cm. of 
serum from 5 c.cm. of blood which has been allowed 
to clot and has been centrifugalized. In obstructive 
jaundice, the color of the serum changes from a pale 
yellow to a violet or pink because of the formation 
of azobilirubin. In non-obstructive jaundice the 
immediate direct reaction is negative or appears 
only after a delay of more than a minute. 

In Van den Bergh’s indirect method, 1 c.cm. of 
serum in 2 c.cm. of alcohol is centrifugalized and to 
I c.cm. of the supernatant fluid is added 0.25 c.cm. 
of Ehrlich’s diazo reagent. A positive test has a 
color change similar to that occurring in the direct 
method. The indirect test is positive in both ob- 
structive jaundice and non-obstructive jaundice. 
Hence a negative direct reaction with a positive 
indirect reaction indicates non-obstructive jaundice. 
Occasionally an increasing jaundice of cholecystitis 
has a positive indirect and a negative or delayed 
direct test in the early stages and a strongly positive 
direct reaction later. Hence the jaundice of chole- 
cystitis is at first toxic with liver-cell damage and 
later obstructive. In normal blood the Ehrlich re- 
action is only indefinite or faint. 

The Fouchet oxidation test consists in mixing 
from 3 to 5 drops of Fouchet’s reagent with an 
equal quantity of blood serum on a porcelain surface. 
Hyperbilirubinemia of 1:60,000 or over results in a 
green color. Fouchet’s test is not positive for nor- 
mal serum but is specific for bile pigment. 
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Fouchet’s test is recommended for clinical pur- 
poses as simpler and less sensitive than the Van den 
Bergh test, reacting only when the blood serum 
contains a pathological amount of bilirubin. Al- 
though the Van den Bergh test is more delicate, the 
Fouchet reagent, through its oxidizing action, may 
break up combinations of bilirubin with substances 
such as proteins, and give a positive result when the 
Ehrlich reagent fails to react. Meulengracht’s quan- 
titative determination of bilirubin is of only relative 
value because of complicating substances. 

In a study of twenty-nine cases of cholecystitis, 
hyperbilirubinemia was found in 83 per cent—in 
93 per cent during the attack, and in 73 per cent 
during the interval when there were gastric symp- 
toms but pain was absent. Ninety per cent of the 
cases of cholecystitis without evident jaundice 
showed hyperbilirubinemia. Both during and be- 
tween the attacks the bile pigment increase in the 
blood bears no relation to the presence or absence of 
stones or other clinical signs of an inflammatory 
reaction such as fever or leucocytosis. 

The presence of hyperbilirubinemia differentiates 
cholecystitis from gastric and duodenal ulcer or 
carcinoma, but not from pneumonia. Latent jaun- 
dice was found in 50 per cent of non-icteric cases of 
pneumonia. Hyperbilirubinemia may be present in 
acute endocarditis, splenomegaly, and pernicious 
anemia. Wa ter C. Burket, M.D. 


Péraire: Calculous Cholecystitis and Calculous 
Appendicitis; Cholecystectomy and Appendec- 
tomy; Recovery (Cholécystite et appendicite cal- 
culeuses; cholécystectomie et appendicectomie; 
guérison). Bull. et mém. Soc. anat. de Par., 1924, 
XC1V, 102. 


The patient, a woman 37 years of age, gave a 
history of digestive disturbances, enteritis, fre- 
quent attacks of nausea, and painful areas in the 
epigastrium and ileocecal region for a period of 
fifteen years. There had been ten attacks of hepatic 
colic with nausea, vomiting, and fever. Some of 
them were characterized by icterus, dark colored 
urine, and acholic stools. Following the last attack 
the digestive disturbances and pain in the right 
iliac fossa persisted. 

Cholecystectomy and appendectomy were done. 
The adherent thickened gall bladder contained 
fifteen calculi and the appendix enclosed a biliary 
calculus embedded in mucus. The patient made an 
uneventful recovery. Watter C. Burket, M.D. 


Erdmann, J. F.: A Clinical and Operative Con- 
sideration of Traumatized Bile Ducts. Am. J. 
Surg., 1924, XXxvili, 97. 

The author goes into considerable detail regarding 
the causation and types of biliary fistule. In con- 
nection with the causation he discusses various path- 
ological processes and the most common errors made 
in operations on the biliary tract. 

Erdmann classifies injuries of the bile ducts into 
two groups—leaking and non-leaking injuries. He 
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urges thorough pre-operative treatment especially in 
the cases of debilitated patients. This should con- 
sist in decreasing the coagulation time of the blood 
by the use of calcium salts and blood transfusion, 
and measures to improve the general condition. 

In describing the technique for the repair of a 
traumatized bile duct Erdmann emphasizes the im- 
portance of using a tube of the proper size and leay- 
ing it in position for a sufficient length of time to 
permit union of the duct. He believes that drainage 
of the wound is undesirable except for approximately 
forty-eight hours. 

The article is concluded with a report of eight 
cases which have been under the author’s care. 

Joun A. M.D. 


Bohmansson, G.: A Case of Cyst of the Common 
Bile Duct. Acta chirurg. Scand., 1924, lvi, 440. 


The author reports a case of so-called idiopathic 
cyst of the common bile duct in a boy 3 years of age. 
Choledochoduodenostomy was performed success- 
fully in two stages separated by a short interval. 
The first stage consisted in the formation of a fistula 
leading to the anterior abdominal wall. 

About fifty cases of this type have been reported 
in the literature. In the author’s opinion, the condi- 
tion should be described as a “dilatation” rather 
than as a “‘cyst” or ‘‘diverticulum” as it is essen- 
tially a distention of the retroduodenal portion of 
the bile duct occurring in spite of a simultaneous 
flow of bile to the intestine. All of the cases in which 
recovery resulted were treated by choledochoduo- 
denostomy. 


McClure, E. C., Jones, C. M., Wetmore, A. S., and 
Reynolds, L.: Studies in Pancreatic Function. 
The Enzymic Concentrations of the Duodenal 
Contents in Health and Disease. Am. J. M. Sc., 
1924, clxvii, 649. 


The duodenal contents studied were obtained 
from normal persons and those with pathological 
affections of the pancreas, liver, or gastro-intestinal 
tract. The enzyme concentrations were determined 
by estimating the activity of the proteolytic, lipo- 
lytic, and amylolytic enzymes which were active in 
alkaline media. 

Proteolytic activity was estimated by allowing the 
duodenal contents to act on a solution of casein. 
The casein not affected by the proteolytic enzyme 
was then precipitated with metaphosphoric acid 
solution. The index of proteolytic concentration 
was taken to be the number of milligrams of non- 
protein nitrogen left in solution by the metaphos- 
phoric acid. The non-protein nitrogen was deter- 
mined by an adaptation of the methods of Folin 
and Wu for the determination of non-protein nitro- 
gen in the blood. 

Amylolytic activity was estimated from the num- 
ber of milligrams of glucose developed by the action 
of a standard quantity of duodenal contents in a 
solution of starch. The index of amylolytic con- 
centration was taken to be the total number of 
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milligrams of glucose developed as estimated by the 
method of Folin and Wu for the determination of 
sugar in the blood. 

Lipolytic activity was estimated by allowing the 
duodenal contents to act on a true emulsion of 
cotton-seed oil and determining the amount of 
acidity developed by titrating with tenth-normal 
sodium hydroxide solution. The index of lipolytic 
concentration was taken to be the total number of 
cubic centimeters of tenth-normal sodium hydroxide 
necessary to neutralize the acidity developed. 

The duodenal contents were obtained by siphon- 
age with the gastroduodenal tube, the subject re- 
clining on his right side. 

In the study of the fasting stomach, twenty-two 
specimens were obtained from six normal persons. 
The amounts ranged from 29 to 135 c. cm., the color 
was a pale yellow, and the viscosity varied from 
slight to moderate. The proteolytic concentration 
ranged from 1.2 to 5 mgm. of non-protein nitrogen, 
the lipolytic concentration from 0.0 to 2.7 c. cm. of 
sodium hydroxide, and the amylolytic concentration 
from 0.3 to 6.7 mgm. of glucose. 

A study was made also of the effect of meals of 
moderate size upon the enzyme concentrations. 
For this purpose a semi-solid meal of milk and 
cottage cheese representing a mixed diet of protein, 
fat, and carbohydrate was used. During the four 
hours required for the emptying of the stomach the 
duodenal contents were collected at hourly periods. 
The enzyme concentrations of the hourly specimens 
wcre comparable; in other words, they did not show 
a regular increase from the first to the fourth hours. 
These findings demonstrated that hourly collections 
of duodenal contents contained enzyme concentra- 
tions representative of those occurring throughout 
the period of gastric digestion. 

Studies were next made of the effect of single food 
substances on the enzyme concentrations. The food 
substances used were casein, edestin, olive oil, and 
arrow root starch. After digestion, these substances 
appeared in the duodenal contents either immedi- 
ately or within a period of twenty minutes. Except 
for the presence of the foodstuff, there was no appar- 
ent change in the character of the contents of the 
duodenum and no increase in the enzyme concentra- 
tions until after from ten to forty-five minutes. 
The color of the contents then changed abruptly 
from a pale yellow to a dark brown or very dark 
yellow and the viscosity and enzyme concentrations 
increased. 

To determine the effect of the ingestion of 
water on the enzyme concentrations the contents 
of the fasting stomach were collected for thirty 
minutes, the subject was then given 50 c. cm. of tap 
water to drink, and the gastric contents were then 
again collected for periods ranging from forty-five 
minutes to one hour. In some cases the enzyme 
concentrations were diminished after the ingestion 
of water, possibly by dilution, but the concentration 
of one type of enzyme was sometimes increased 
while that of another type remained approximately 
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the same or was decreased. The resultant enzyme 
concentrations were comparable to those obtained 
for the contents of the fasting stomach. 

These findings show very definitely that the en- 
zyme concentrations of the duodenal contents 
were very much greater after the ingestion of food 
than after the ingestion of water. They demonstrate 
also that, although it stimulates the secretion of 
gastric juice, water is a less potent stimulant to the 
secretion of pancreatic juice than food. After its 
ingestion, acid fluid is ejected from the stomach into 
the duodenum. From this it is concluded that some- 
thing more than the mere ejection of acid gastric 
contents into the duodenum is necessary for the 
definite stimulation of pancreatic secretion. It was 
demonstrated also that there is a relationship be- 
tween the degrees of enzyme concentration and the 
kind of food ingested. On the other hand, no relation 
was found between the enzyme concentrations and 
the degree of acidity of the duodenal contents. 

In one series of experiments, water, twentieth 
normal hydrochloric acid, glucose solutions, and 
olive oil were introduced directly into the duodenum. 
The results were exactly the same as those obtained 
after the ingestion of these substances by mouth. 

In a study of the enzyme concentrations of the 
duodenal contents of patients with organic pan- 
creatic disease it was found that in cases of acute 
or chronic lesions which did not involve the head 
of the pancreas the concentrations were normal, 
while in cases of destructive lesions involving the 
head of the pancreas, such as cancer, acute pan- 
creatic necrosis, and chronic pancreatitis with or 
without extensive involvement of the glandular 
parenchyma, the concentrations were abnormally 
low. The intermediate value between normal and 
abnormally low concentrations was characterized by 
normal concentration of one or two enzymes and a 
decrease in the others below the minimum normal. 

Normal concentrations were found when there 
was no obstruction to the pancreatic duct. In one of 
three cases in which a diagnosis of cancer of the head 
of the pancreas had been made, no bile pigment was 
observed in the duodenal contents while in another 
the duodenal contents were pale green. However, 
the finding of normal enzyme concentrations in these 
cases cast doubt upon the diagnosis of pancreatic 
malignancy. At laparotomy, a stone was found in 
the common duct in each case. In three cases in 
which calculi obstructed the ampulla of Vater the 
first examination showed the enzyme concentrations 
to be much below normal. In two of the cases no 
bile at all was seen, and in the third the contents 
were a pale green. After repeated lavage with mag- 
nesium sulphate solution the duodenal contents 
showed bile pigment and normal enzyme concentra- 
tion. On the other hand, in four cases of cancer in- 
volving the bile ducts repeated lavage failed to be 
followed by bile in the duodenal contents. In two 
of these cases, in which there was a cancer of the 
head of the pancreas involving the pancreatic duct, 
lavage did not produce a change in the abnormally 
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low enzyme concentration. In the two other cases, 
the pancreatic duct was not involved and the en- 
zyme concentration was normal. 

Joun L. Dies, M.D. 


Waugh, T. R., and MacIntosh, D. S.: The Histo- 
genesis and Nature of Gaucher’s Disease. 
Arch. Int. Med., 1924, xxxiii, 599. 


Since there has been a great deal of discussion re- 
garding the cytogenesis of the characteristic large, 
round, oval, or polygonal, single cells or multi- 
nucleated cells which compose the bulk of the splenic 
tissue and account for the splenic enlargement in 
Gaucher’s disease, the authors attempted to throw 
light on this problem by examining a spleen in which 
the lesion was not far advanced. 

As a result of the studies made, a review of previ- 
ously reported cases, and a consideration of allied 
conditions, the conclusion is drawn that the sple- 
nomegaly of Gaucher is essentially a primary, and 
probably a congenital, progressive systemic disease 
of the hematopoietic tissues characterized by an 
aleukemic dysmyelosis, the cells arising from the 
slumbering myeloptent cells of the reticulo-endo- 
thelial tissues of the hematopoietic organs. While 
little is known regarding the etiology, it is probable 
that the cause is a constitutional anomaly. 

Emit C. RositsHex, M.D. 


MISCELLANEOUS 


Cope, V. Z.: The Differential Diagnosis Between 
Acute Thoracic and Acute Abdominal Lesions. 
Brit. M. J., 1924, i, 700. 


Thoracic disease often produces pain which is 
referred to the abdomen and renders the diagnosis 
difficult. Conditions frequently confused are parietal 
and diaphragmatic pleurisy, pneumonia, ca diac 
and pericardiac disease, cholecystitis, a leaking 
duodenal or gastric ulcer, and appendicitis. 

Colicky pain, indigestion, constipation, and 
diarrhoea are usually signs of abdominal disease, 
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but acute appendicitis and the perforation of 2 
duodenal ulcer may occur without warning. In 
cases of chest conditions there is usually a history 
of a cold or chill or exposure to infection. 

The characteristics of the two types of conditions 


are as follows: 


Abdominal conditions 

Acute onset without fever (except 
in pyelitis). sometimes 
begins with chill. 

Collapse and vomiting’ relatively 
frequent. 

Pain continuous or spasmodic. In 

iliary colic and leaking duo- 

denal ulcer sometimes increased 
by respiration. 

—_ tenderness and rigidity over 
‘oci. 

Pallor; sunken eyes; anxious ex- 
pression. 


Position in bed, dorsal decubitus 
with flexion of thighs. 


Skin cold and moist or normal. 


Temperature normal or subnormal. 


Immobility of abdominal wall 
(important if in lower abdomen). 


pain common above clav- 
icle. 


Cutaneous hyperesthesia common. 


Unilateral pain, sometimes associ- 
ated with tenderness on opposite 
side of abdomen. 

Psoas test: flexion, extension, and 
hyperextension cause pain in 
iliac fossa. 

Obturator test: internal rotation 
of flexed thigh causes pain in 
cases of pelvic abscess or inflam- 
mation contiguous to obturator 
internus. 

Testicular pain may be present. 

Rectal examination may reveal 
tenderness or lump. 

Usually only a few rales in chest. 


Chest conditions 
Acute onset with fever. In pul- 
monary conditions a chill is 
common. 
Collapse relatively rare. Vomiting 
rare except in cases of children. 


Pain increased by respiration. 


Flushing of cheeks; herpes; dilata- 
tion of ale of nose in pulmonary 
conditions. 

Position in bed, lateral decubitus 
in pleurisy pneumonia; 
propped up in cardiac conditions, 

Skin hot and dry. 

Temperature high. 

Ratio of pulse to respiration re- 
duced to 2:1 


Phrenic pain common below clav- 
icle in pulmonary conditions. 

Cutaneous hyperesthesia rare and 
never below navel. 

Unilateral pain not associated with 
pain on opposite side of abdomen 


Psoas test: flexion, extension, and 


hyperextension do not cause 
pain. 


Testicular pain never present. 


Except in early stages, there is a 
rub, dullness, or bronchial 
breathing. 


J. Murpuy, M.D. 
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UTERUS 


Thomas: Complete Urinary Retention Caused by 
a Fibroid of the Posterior Wall of a Retro- 
flexed Uterus (Retention complete d’urine par un 


fibrome de la i posterieure de la matrice en retro- 
flexion). Bull. Soc. d’obst. et de gynéc. de Par., 1924, 
xiii, 218. 


The onset of acute retention preceded a menstrual 
period by a few hours. On vaginal examination the 
cervix was found directed upward and forward two 
fingerbreadths above the symphysis. In the hollow 
of the sacrum was a firm tumor. After catheteriza- 
tion, which withdrew 70 c.cm. of urine, the patient 
began to urinate spontaneously every five or six 
hours. Operation was decided upon after seven 
days. On preliminary catheterization 3 liters of 
urine were withdrawn. 

The anatomical specimen consisted of a retroflexed 
uterus with two large fibroids on the posterior wall 
and four small fibroids in the fundus. 

The failure to empty the bladder at the first 
attempt was due to separation of the lower portion 
of the bladder from the rest of the cavity by the 
protruding cervix. 

Elongation of the urethra and elevation of the 
bladder are two important factors causing retention 
of urine and the tumors most apt to produce these 
conditions are those situated in the cervix or the 
posterior wall of a retroflexed uterus. 

Direct pressure on the urethra is effective only 
when the softening and hyperemia of the tumor 
occurring during menstruation allows it to become 
molded against the symphysis pubis. 

Apert F. DeGroat, M.D. 


Miller, C. J.: A Review of a Series of Cases of 
Fibroids of the Uterus from the Records of 
ron Hospital. N. Orleans M. & S. J., 1924, 

Xvi, 461. 


This article is based on 150 cases admitted to the 
Charity Hospital, New Orleans, during the first few 
months of the year 1921. More than g1 per cent of 
the patients were colored women. The youngest 
patient was 20 years of age and the oldest 76 years. 
In 39.4 per cent of the cases there was a history of 
dysmenorrheea. Forty-one per cent of the married 
patients were sterile. The known duration of the 
tumor ranged from one month to twenty-two years. 

The symptoms complained of were pain, men- 
strual irregularities, urinary symptoms such as fre- 
quency and pain, and general symptoms such as a 
— of weight, digestive disturbances, chills, and 

ever. 

The Wassermann test was positive in 17 per cent 
of the cases, and smears were positive in 13 per cent. 
Three colored patients had both syphilis and gonor- 
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rhoea. In no case was the hemoglobin below 4o per 
cent, and in only eleven was it below 70 per cent. 

Of the 150 patients, twenty-three were not oper- 
ated upon for various reasons, seven refused opera- 
tion, and in the remainder operation was contra- 
indicated by cardiac, renal, or pulmonary disease or 
by active syphilitic lesions. 

Supravaginal hysterectomy was done in 66 per 
cent of the cases; complete hysterectomy in 21 per 
cent, and myomectomy in 8 per cent. In the re- 
mainder the treatment included vaginal removal, 
colpotomy, and radium irradiation. 

In forty-two cases the growths were in the lower 
uterine segment; in eighteen, they were intraliga- 
mentous; in nine they involved the fundus; in eleven 
they were in the posterior cul-de-sac; and in two 
they encroached on the vagina. 

The tumors were multiple in all except one case 
and ranged in weight from 5 to 30 lbs. 

Associated carcinoma was found in three cases, 
and fibrosarcoma in one. 

The morbidity of the supravaginal operation was 
25 per cent and that of total hysterectomy 27 per 
cent. The length of time the patient remained in 
the hospital was about the same for both operations. 

The five women who died were subjected to supra- 
vaginal hysterectomy. One death was due to fibro- 
sarcoma, one to sloughing myoma, one to broncho- 
a. one to peritonitis, and one to shock and 

zmorrhage. I. Epwarp BisuKow, M.D. 


Cotte, G.: The Treatment of Uterine Fibromata: 
Anatomoclinical Considerations of a New Series 
of 121 Cases Treated in a Period of Eighteen 
Months (Sur le traitement des fibromes utérins: 
considérations anatomocliniques sur une nouvelle 
série de 121 malades traitées en dix-huit mois a la 
Clinique Gynecologique). Lyon chir., 1924, xxi, 224. 

During the past eighteen months Cotte has treated 
121 cases of uterine fibroma. In two cases an emer- 
gency operation was necessitated by other conditions 
but did not save life. Of the 119 remaining cases, 
fifteen were treated with radium and 104 were 
treated surgically. 

In the cases treated with radium there was one 
death. This was due to ethyl chloride anesthesia 
induced for exploration of the uterine cavity before 
the radium was placed. In two cases the end-result 
was poor. 

In the 104 cases treated surgically there were 
fifty-two total hysterectomies with fifty-one re- 
coveries and one death; thirty subtotal hysterecto- 
mies with twenty-nine recoveries and one death; 
eighteen vaginal hysterectomies with eighteen 
recoveries; two abdominal myomectomies with one 
recovery and one death; and two vaginal myomec- 
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tomies with two recoveries. In four cases a localized 
phlebitis developed. 

Radium is indicated only for small fibromata or 
fibromatous uteri with menorrhagia. In cases of 
large complicated fibromata it fails to effect a cure, 
and when not indicated is dangerous. In the author’s 
cases there were fifteen cases of painful fibroma in 
which operation demonstrated that radium therapy 
would have been harmful. These included such 
conditions as polyfibromatous uterus, fibroma with 
uterine retroversion, fibroma and dermoid cyst, 
cedematous fibroma, fibroma evolving in aseptic 
necrosis, etc. Operation resulted in a cure in every 
instance. 

Added to seventy-five cases which Cotte previ- 
ously reported, this series of 121 cases confirms his 
opinion that before a patient is subjected to radium 
treatment it is necessary to determine accurately 
not only the anatomical character of the tumor but 
also the functional disturbances it causes in order to 
differentiate a lesion which should be treated sur- 
gically from one amenable to radiation. 

W. A. BRENNAN. 


Hanks, M. E.: The Roentgen Ray as a Remedy in 
Fibromyomata and Other Benign Gynecolog- 
ical Diseases: A Review of 222 Cases. Radiology, 
1924, ii, 317. 

Large tumors conforming to a favorable type may 
yield to treatment with the X-ray. One tumor 
extending an inch above the umbilicus has entirely 
disappeared. Age is of little importance in the effect 
of radiation. Twenty of the patients were under 40 


years of age and twelve were 35 years or less. The 


youngest was 30 years. The younger the woman, 
the more gradual should be the application of the 
X-ray in order that sufficient time may be given for 
readjustment. 

The fibroid tumor most susceptible to the X-ray 
is the hemorrhagic intramural fibroid which is not 
seriously complicated, grows below the umbilicus, 
and occurs in a woman 40 years of age or over. In 
75 per cent of 160 cases of fibroids in which the 
treatment has been completed, no tumor is demon- 
strable. 

Of a second group of patients treated, about 10 
per cent are free from symptoms and in excellent 
health. Tumors much reduced are gradually becom- 
ing smaller. In 7 per cent of the cases the condition 
was relieved, the tumor reduced and rendered inof- 
fensive, and the menopause established, but there 
were serious associated complications. Four patients 
of this group died several months after the treatment 
was concluded. Two died of chronic heart disease, 
one of intestinal cancer not associated with the 
tumor, and one of pneumonia. None of the tu- 
mors became malignant. 

Simple follicular cysts of the ovary originating in 
the graafian follicles and blood cysts of the corpus 
luteum are also modified by the X-ray. They either 
rupture or recede and are not followed by others. 
No patient with erosion and degeneration of the 


cervical glands has failed to regain perfect health, 
and in every instance the leucorrhoea has gradually 
disappeared. 

In five cases, pruritus vulve was cured during 
treatment for fibroids. 

In hemorrhage of the menopause the X-ray is 
almost specific when the etiological condition js 
fibrosis, hyperplasia of the mucosa, or chronic 
endometritis. Epwarp L. Cornett, M.D. 


Patel: Three Cases of Uterine Fibroma Treated by 
Radiotherapy and Then Operated Upon (Trois 
cas de fibromes utérins radiothérapiés puis opérés). 
Lyon chir., 1924, xxi, 231. 

The author reports the effect of the radiotherapy 
on the size of the tumor, the hemorrhage, and the 
operation. 

In Case 1 the tumor became definitely smaller, 
but seven years later rapidly increased in size. In 
Case 2 there was no change except a later increase 
in the size of the growth due to a two months’ 
pregnancy. In Case 3 the tumor appeared to de- 
crease under the radiotherapy but in reality did not 
change. 

In Case 1 the hemorrhage was arrested but re- 
appeared when the tumor became larger. In Case 2 
the menses continued and the treatment did not 
prevent the occurrence of pregnancy. In Case 3 
the treatment merely diminished the hemorrhage. 

In two cases the cellular tissue was found at 
operation to be hard and avascular and there were 
other changes rendering surgery difficult. In one 
case there was a radiodermatitis. 

Patel believes that such results should be reported 
because of the exaggerated claims made in favor of 
radiotherapy for the treatment of uterine fibromata. 

W. A. BRENNAN. 


Goullioud: Fifteen Cases of Pregnancy Following 
Abdominal Myomectomy (Quinze cas de grossesse 
aprés la myomectomie abdominale). Gynéc. et obst., 
1924, ix, 268. 

The author’s statistics and those of other gynecol- 
ogists on the incidence of pregnancy after myomec- 
tomy are very encouraging. Benoit-Gonin’s statis- 
tics show five pregnancies in twenty-six cases in which 
myomectomy was performed on a married woman 
in the child-bearing age. Archaud reported that of 
seventy-five married women subjected to myomec- 
tomy fifteen became pregnant. 

In the author’s opinion, myomectomy does not 
predispose to any serious obstetrical complication. 
While miscarriage is not an uncommon sequela, 
close investigation of the patient’s history often 
reveals a distinct tendency toward abortion prior 
to the operation. In a series of ninety-five cases re- 
ported in the literature pregnancy occurred 128 
times after myomectomy. There were roo full-term 
deliveries, five premature deliveries, and twenty 
abortions. In the 100 full-term deliveries there 
were ninety-six cephalic presentations, three breech 
presentations, and one face presentation. The 
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author was able to find in the literature only three 
cases of rupture of the uterus following myomec- 
tomy; one of these was fatal. 

On the basis of the literature and fifteen cases of 
pregnancy following myomectomy reported in this 
article the author comes to the following conclusions: 

1. In cases of fibroids in women in the child- 
bearing age myomectomy, if possible, is preferable 
to hysterectomy or radium therapy. 

2. If enucleation of the growth is found at opera- 
tion to be impossible and if the woman is still in 
the child-bearing age, it is best to close the abdomen 
and give guarded doses of radium or the X-rays. 

3. The possibility of malignant change in a 
fibroid must be considered before a myomectomy is 
done. 

4. Pregnant women who have been subjected to 
myomectomy should be delivered in a hospital. 

James V. Riccr, M.D. 


Norris, C. C., and Vogt, M. E.: Carcinoma of the 
Body of the Uterus (with the Report of 115 
Cases). Am. J. Obst. & Gynec., 1924, vii, 550. 


Among 12,514 gynecological cases observed during 
the last twenty-three years at the University Hospi- 
tal, Philadelphia, there have been 115 cases of fundal 
carcinoma. During a similar period, 346 cases of 
cervical carcinoma were found among 756 cases of 
carcinoma of the genital tract. Carcinoma of the 
fundus constituted about 15.2 per cent of all cancers 
of the genital tract and about 25 per cent of all 
uterine cancers. 

Carcinoma of the body of the uterus is less fre- 


quent than cancer of the cervix. This may be due 
to the fact that chronic cervicitis is a common lesion 
whereas true chronic corporeal endometritis is rela- 


tively infrequent. Carcinoma of the fundus is a 
disease of advanced life. In the series of cases re- 
viewed more than 71 per cent of the patients were 
51 years of age or older. Childbirth plays little part 
in the etiology of this neoplasm. Twenty-six per 
cent of the women were unmarried. 

The most important signs are hemorrhage and 
discharge. In 81 per cent of the cases hemorrhage 
was the first sign. Pain, cachexia, and loss of weight 
generally indicate an advanced and inoperable tumor. 
Only 25 per cent of the women sought treatment in 
the early stage, and only 34.8 per cent of those 
treated three years ago are alive. Absence of pain 
and non-recognition of the significance of irregular 
bleeding account for the majority of advanced cases. 
The histologic examination of curettings offers an 
almost certain means of diagnosis, even in early 
stages. The Clark test, which consists in the pas- 
sage of a sterile sound, is of great practical value. 
Absence of bleeding following this test goes a great 
way toward excluding carcinoma. The test is an 
office procedure, and its more general adoption will 
result in the recognition of many early cases. In the 
series of cases reviewed the clinical diagnosis was 
correct and positive in 57 per cent. In 23 per cent 
the cancer was suspected, in 19 per cent unsuspected. 


In 75 per cent of unsuspected cases, the symptoms 
caused by the cancer were masked by those produced 
by pre-existing myomata. As often happens, the 
cancer was associated with a myoma in 20.8 per 
cent of the cases. : 

The prognosis depends chiefly on the integrity of 
the myometrium. Of the patients who had had symp- 
toms for six months or less, 56.5 per cent were alive 
at the end of three years. Of those with symptoms 
for from seven to twelve months, 31.2 per cent sur- 
vived, and of those with symptoms for more than 
one year only 17.8 per cent survived. 

The treatment of choice is panhysterectomy and 
bilateral salpingo-odphorectomy. Postoperative ir- 
radiations with radium or the deep X-ray are of 
distinct value. Radium irradiation is the greatest 
palliative measure and prolongs life. Radium irra- 
diation offers a hope of cure even in cases too ad- 
vanced for operation. Hysterectomy gave a three- 
year cure in 37.5 per cent of the cases whereasina like 
series, irradiation resulted in a three-year cure in 45 
per cent. If the group treated by irradiation had 
been larger it would probably have been found that 
hysterectomy gave the better results. 

In the early cases hysterectomy gave a three-year 
cure in 42 per cent. The mortality of hysterectomy 
was 7 per cent and that of radium treatment 6 per 
cent. The total mortality from all causes in the 
entire series of 115 cases was 56 per cent. The total 
number of three-year cures was eighty-six; 34.8 per 
cent of these patients are now alive. 

Carcinoma of the fundus must be considered a 
relatively malignant form of cancer. In the author’s 
opinion the belief that from 60 to 75 per cent of the 
cures are permanent is fallacious. 

Preliminary curettage plays little part in the 
dissemination of the condition and its value as a 
diagnostic procedure in the early stages far outweighs 
its disadvantages. Without diagnostic curettings, 
the majority of early cases would be overlooked and 
many normal uteri would be sacrificed. 

Carcinomatous degeneration occurred in less than 
3 per cent of the endometrial polypi. All of the 
patients are alive. In these cases the important 
factors are the condition of the pedicle of the tumor 
and the presence or absence of an inplantation 
growth. Epwarp L. Cornett, M.D. 


Crile, G. W.: Carcinoma of the Uterus. Am. J. 
Obst. & Gynec., 1924, vii, 528. 

Portmann, U. V.: Radiation Therapy of Cancer of 
the Uterus. Am. J. Obst. & Gynec., 1924, vii, 536. 

Jones, T. E.: The Réle of Radium in the Treatment 
of Carcinoma of the Uterus. Am. J. Obst. & 
Gynec., 1924, vii, 541. 

Crite: In sixty of the 220 cases of carcinoma of 
the cervix regarding which the author has sufficient 
data for study a radical operation was performed. 
The operability in this series was therefore 27.3 per 
cent. Of ninety-one cases of carcinoma of the fundus, 
a radical operation was performed on seventy, 
making an operability of 76.9 per cent. 
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In these series of cases the incidence of both car- 
cinoma of the cervix and carcinoma of the fundus 
was highest between the ages of 50 and 60 years. 
Six of the women with cancer of the cervix were 
unmarried. Of the women with carcinoma of the 
fundus, seventy-eight were married and ten were 
unmarried. 

The higher incidence of carcinoma of the uterus 
in married women, and especially in those who have 
borne children, indicates that laceration and irrita- 
tions of the cervix are to be considered as primary 
predisposing causes. Squamous-cell carcinoma pre- 
dominates among carcinomata of the cervix, and 
adenocarcinoma among carcinomata of the fundus. 

In any case of abnormality of uterine function in 
the childbearing period, meticulous care should be 
exercised to determine the cause. In a case of ab- 
normal discharge after the menopause, immediate 
vaginal hysterectomy should be done followed by 
the application of radium. Radium and X-ray 
therapy should be used in the treatment of all cases 
of carcinoma of the cervix, final judgment as to the 
abandonment of surgery in these cases being re- 
served. Certain apparently inoperable cases of car- 
cinoma of the fundus may become operable after a 
period of rest and the application of proper thera- 
peutic measures. 

Extensive correlation of the experience of numer- 
ous observers is essential for the establishment of a 
correct basis of judgment as to the relative merits 
of surgery, radium, and the X-ray in the treatment 
of carcinoma of the fundus or cervix of the uterus. 

PorTMANN: In view of the present status of our 


knowledge regarding the relative limitations of 
surgery, radium, and the X-ray, the proper treat- 


ment of malignant disease consists, not in the use 
of any one of these agencies, but rather in the em- 
ployment of certain combinations of methods 
according to the indications in the particular case. 
Most surgeons now concede that radium therapy is 
the preferred method of attacking cervical carcinoma. 
Even the small group of very early cases that may be 
successfully treated by operation, are as effectively 
and more easily treated with radium. During the 
last eighteen months the Cleveland Clinic has 
practically abandoned the surgical treatment of 
cervical carcinoma. With deep X-ray therapy they 
have a weapon which is as useful as radium and 
broader in its application. However, as a result of ex- 
periments, Portmann concludes that by means of the 
X-ray alone it is impossible to obtain sufficient in- 
tensities of radiation to carry a therapeutic dose 
into the most deeply situated lesions such as a car- 
cinoma of the uterus. 

The treatment of carcinoma of the cervix will be- 
come entirely confined to radiation therapy. Radium 
has already proved its value. In a small group of 
cases of early involvement surgery and radium are 
equally successful. In a second group with vaginal 
involvement, the operative procedure becomes more 
complicated and hazardous, and although it gives 
good results, radium gives equally good or better 
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results. A third group of cases, in which there is 
some involvement of the parametrium, and a fourth, 
in which the disease is widespread, the surgeon 
classifies as inoperable. These two groups include 
about 62 per cent of all cases of carcinoma of the 
uterus. In cases of this type radium therapy has 
proved to be no less successful than surgery, and as 
the technique of radium application is being im- 
proved, progressively better results are being re- 
ported. It is particularly in the treatment of cases 
of Groups 3 and 4 that intensive treatment with 
radium and X-ray proves better than surgery. 
Experience thus far leads the author to conclude 
that the combination of radium and short wave 
X-rays gives greater benefit than previous thera- 
peutic methods. 

The cases in which radiation has been least suc- 
cessful are those in which it was preceded by opera- 
tion. If cauterization is done in cases of cervical 
carcinoma, it should be followed by irradiation 
immediately. Except for diagnostic purposes, cu- 
rettage and excision of tissue should not be done 
unless radiation is administered at the same time. 
The most important contra-indication to radiation 
therapy is inflammation. 

Jones: In inoperable cases radium therapy yields 
excellent results. Of nine patients treated more than 
— years ago four (45 per cent) are now apparently 
well. 

In a second group of cases—those treated with 
both surgery and radium—the results were very 
poor. The combined treatment has therefore been 
abandoned. 

A third group of cases—in which both radium 
and deep X-ray therapy were used—shows the best 
results although since this combined method has 
been employed for less than a year there are as yet 
no statistics upon which to base a conclusion regard- 
ing three- or five-year cures. 

The method of applying radium changes from time 
to time with increasing experience and in different 
cases. It is impossible to treat all cases alike. In 
some it is best to use needles, while in others it is 
impossible to use needles. Needles should be em- 
ployed whenever possible because they give the 
most homogeneous radiation. 

Seventy-five milligrams of radium screened with 1 
mm. of brass are placed in the cervix, 50 mgm. 
against the cervix, and 75 mgm. (in nine needles) 
inserted at various points in the cervix. The treat- 
ment is continued for from twelve to sixteen hours. 
At the end of from three to four weeks, 125 mgm. of 
radium screened with 1 mm. of brass are placed 
against the cervix for from twelve to fifteen hours. 
Therefore a total dosage of from 4,000 to 4,888 mgm. 
hrs. is given. After the second treatment the patient 
is discharged, but is asked to come in again for ob- 
servation three months later. 

On account of the excellent results of the surgical 
treatment of carcinoma of the fundus of the uterus, 
Jones has not yet advocated radiation for this 
condition. However, during the past year he has 
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seen a recurrence in the upper end of the vagina six 
months after a complete hysterectomy in three cases 
and all of these patients died less than a year after 
the operation. 


Epwarp L. Cornett, M.D. 


Clark, J. G., and Block, F. B.: Relative Values of 
Irradiation and Radical Hysterectomy for 
Cancer of the Cervix. Am. J. Obst. & Gynec., 
1924, Vii, 543- 

The authors have compiled the recent statistics 
from ten surgical clinics. 

The operability ranges from 15.7 to 70.6 per cent, 
but the frequently repeated statement that low 
operability means a high percentage of cures is not 
always true. In the entire series the primary mortal- 
itv ranged from 5 to 26.6 per cent. In 1,539 cases 
subjected to an abdominal operation a five-year 
cure was obtained in 608 (39.5 per cent). The per- 
centage of cures is slightly higher and the primary 
mortality is slightly lower than Janeway found them 
to be a few years ago. 

While radium is widely used and a great deal has 
been written on the subject, there are few reports 
ot five-year cures because the treatment is still new. 

An analysis of cases recorded in the literature 
shows that, in general, radium effects a cure in 43 
per cent of cases of cervical cancer whereas radical 
operation gives a cure in only 39.5 per cent. More- 
over, in the 9 per cent of inoperable cases death 
would have occurred under any other treatment. 

In the twenty-two operable cases in the authors’ 
series a cure was obtained in 27.2 per cent. Of the 
patients who were inoperable, 6.7 per cent were 
alive and free from evident recurrence at the end of 
five years. Of the total of 144 patients, only 15 
per cent of whom were operable, 10.4 per cent were 
alive at the end of five years. During the last four 
or five years the authors have always irradiated 
under gas anesthesia. 

Radium is a palliative remedy of inestimable 
value in the great majority of hopeless surgical cases 
and of curative value in a small percentage. While 
it compares most favorably with the radical abdom- 
inal operation, the authors do not take issue with 
the skillful specialist who adheres to the radical 
viewpoint, provided he supplements his operation 
with postoperative irradiation. 

Epwarp L. Cornett, M.D. 


Heyman, H. V. J.: The Technique and Results in 
the Treatment of Carcinoma of the Uterine 
Cervix at ‘“‘“Radiumhemmet,”’ Stockholm. J. 
Obst. & Gynac. Brit. Emp., 1924, xxxi, 1. 


Of the sixty-six cases treated in 1914 there were 
orty-three in which the symptoms did not entirely 
disappear, only palliation being obtained. In two- 
thirds of these cases the ulceration was completely 
healed, and in 60 per cent superficial healing with 
resulting absence of hemorrhage and discharge per- 
sisted until death. The hemorrhage ceased in 98 
per cent, the discharge in 69 per cent, and the pain 
in 77.8 per cent. In half the number of cases this 
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improvement lasted for about half a year, in many © 
cases for more than a year, and in some cases for 
two years. 

In the past ten years the technique has been per- 
fected, new apparatus has been obtained, a coinci- 
dent intra-uterine and vaginal application of radium 
has been consistently carried out, and cautious 


_attempts have been made to concentrate the treat- 


ment further. However, the principles inaugurated 
by Forsell are still dominant. 

For gynecological purposes the author employs 
Dominici tubes only. All of the tubes contain radium 
sulphate. The tube walls are made of gold, of gold 
and silver, or of platinum and silver. The thickness 
of the metal is equivalent to 1 mm. of lead. 

The applicators intended for intra-uterine use are 
cylindrical. Wrapped with rubber, they are intro- 
duced into the uterus sterile. For vaginal applica- 
tion, cylindrical or flat applicators are generally 
employed. The cylindrical applicators are used two 
and two together, while one flat applicator is gen- 
erally used alone. 

The choice of cylindrical or flat applicators de. 
pends upon the appearance of the tumor surface- 
Cylindrical applicators are most suitable when the 
tumor is crater-shaped. Flat applicators are most 
convenient in disk-shaped tumors. Large cauliflower 
growths sometimes demand a special arrangement 
such as several applicators or radium packs of sheet 
lead. An attempt is made to cover the vaginal surface 
of the tumor with radium as accurately as possible. 

The typical treatment in a case of carcinoma of 
the cervix is as follows: 

Three treatments are given—the second, one 
week after the first, and the third, three weeks after 
the second. At each treatment the radium is used in 
the same amount and for the same length of time as 
follows: 

Quantity of radium: In the uterus, 33.7 or 40.1 
mgm.; in the vagina, about 70 mgm. Time of treat- 
ment, twenty-two hours, equivalent to from 741 to 
882 mgm.-hrs. in the uterus, and 1,500 mgm.-hrs. 
in the vagina. Filter equivalent to 3 mm. of lead. 

The total treatment is therefore from 2,220 to 
2,640 mgm.-hrs. in the uterus and about 4,500 mgm.- 
hrs. in the vagina. 

Prior to the application of the radium a purgative 
is given. Before examination of the grow h and the 
removal of a portion of it for microscopic exami- 
nation 1 cgm. of morphine is administered. The 
vagina and the tumor surface are then cleansed care- 
fully with benzine. The author warns against all 
such procedures as cauterization and excochlea- 
tion. As long as the tumor shows a tendency to heal 
no further treatment is given. 

If a tumor begins to grow again during the second 
six months or later, a fresh, careful treatment may 
be tried, though preferably this is not done until 
about a year after the first, and then only one appli- 
cation is made with a small dose. 

As a rule a tumor which has been steadily im- 
proving for a year following the treatment is clini- 
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cally healed. Fairly often, however, one may find 
small persistent thickenings of the tissue in or close 
by the vaginal portion of the neck of the uterus or 
in the parametria. It is not known whether such 
thickenings are due to cancer or to some “‘reactive”’ 
inflammation associated with the treatment. In 
such cases and those clinically healed the author 
does not again give treatment until the clinical as- 
pect proves with certainty that there is a recurrence. 

In the eight years from 1914 to 1921 inclusive, 
505 cases were treated. The inoperable cases aver- 
aged o1.3 per cent in the first five years; they were 
fewest (87.8 per cent) in 1918, and most numerous 
(97.5 per cent) in 1915. In the last three years the 
number of inoperable cases has decreased from 76.3 
per cent to 63.5 per cent. Approximately one-third 
of the patients were 45 years old or younger, one- 
third were between 46 and 55 years of age, and one- 
third were more than 56 years. 

If a local recurrence is to develop it usually ap- 
pears inayear. Glandular recurrence and metastases 
may supervene after years of apparently good health. 
Pain, anemia, and fever nearly always indicate the 
presence of cancer in the pelvis. 

Complications due to the :adium treatment are 
chiefly rectal. These develop, as a rule, six months 
after the treatment and are due to overdosage. 
They include tenesmus and hemorrhage. 

The primary mortality is 1.19 per cent. 

Epwarp L. Cornett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Mourgues-Molines, E., and Guibal, A.: Cystic 
Changes in the Remaining Ovary Following 
Unilateral Oéphorectomy (L’hétérorécidive des 
kystes de l’ovaire). Gynecologie, 1924, xxiii, 153. 


The author reports in detail five cases of ovarian 
cyst developing in patients who had been previously 
subjected to a unilateral odphorectomy for cystic 
disease. The cysts developed in the remaining ovary 
which at the time of operation appeared macroscop- 
ically normal. Eighty similar cases found in the 
literature are also reviewed. An analysis of this 
series showed that in 41 per cent of the cases, cystic 
changes in the undisturbed ovary were similar in 
histologic structure to those found in the ovary that 
was removed at the first operation, in 40 per cent 
they were of a different histologic nature, and in 
only ro per cent was definite malignancy found. In 
the remaining cases, no report was available. 

Theories advanced to explain this phenomenon are: 

t. That the neoplastic lesion is bilateral in the 
beginning. 

2. That all cysts of the ovary must be considered 
of epithelial origin, and that metastasis occurs sub- 
sequent to the extirpation of the neoplastic ovary. 

3. That neoplastic elements from the cystic ovary 
implant themselves on the opposite normal ovary 
and become active later. 

_ 4. That the secondary cystic changes in the un- 
disturbed ovary have no relationship to the primary. 


In view of these recurrences the question as to the 
proper surgical procedure at the time of the first 
operation must be given serious consideration. If 
the patient is at or near the menopause, bilateral 
odphorectomy is the method of choice. If both 
ovaries show definite cystic changes, bilateral 
odphorectomy is advocated irrespective of the 
patient’s age. Bilateral odphorectomy is indicated 
unquestionably if one ovary shows involvement of 
a malignant nature. 

In the young woman, the problem, at best, is 
somewhat complex. The authors believe in inform- 
ing the patient previous to operation as to the exact 
nature of the situation and as to the possibility of a 
forced bilateral removal. At the time of operation, 
it is essential not to rupture a cyst lest implants 
become disseminated. Puncture of a cyst requires 
the same precautionary measures. Every cyst re- 
moved ought to be studied by a competent patholo- 
gist at operation. If the remaining ovary appears 
normal it should be left alone. If it is partially 
cystic resection is preferable. On leaving the hos- 
pital the patient should be advised as to the neces- 
sity for systematic vaginal examinations at repeated 
intervals. James V. Ricci, M.D. 


Geist, S. H.: Solid Ovarian Tumors: Their Pa- 
thology. Am. J. Obst. & Gynec., 1924, vii, 567. 

Bishop, E.: Solid Tumors of the Ovary: Their 
Clinical Consideration and Treatment. A. 
J. Obst. & Gynec., 1924, vii, 576. 


Geist: In fifty cases of solid ovarian tumors there 
were thirty-one cases of carcinoma. The ages of the 
patients ranged from 12 to 65 years. In twenty-four 
cases the tumor was primary, and in seven it was 
secondary. Of the primary tumors, six occurred in 
pre-existing cysts; in one of these cases the cyst 
ruptured before operation. The primary growths 
were all papillary adenocarcinomata. Of the re- 
maining eighteen, twelve were papillary adeno- 
carcinomata and six were medullary carcinomata. 
Three women died shortly after operation, one of 
peritonitis. In ten cases, abdominal and omental 
metastases were found at operation. Most extensive 
metastases were discovered in the two youngest 
patients who were 12 and 13 years old. 

The symptoms were not characteristic. In only 
three instances was there a disturbance of menstrual 
function. In one case there was a history of profuse 
periods every three weeks; in another, of spotting 
for one month; and in a third, of irregular inter- 
menstrual spotting for three months. 

The older women had had a normal menstrual 
history followed by the menopause. There were 
fourteen cases with ascites, and in ten instances the 
fluid was bloody. In eleven cases the tumor asso- 
ciated with ascites was a papillary adenocarcinoma: 
in two, a medullary carcinoma; and in one, a typical 
Krukenberg tumor. In five cases a pelvic recurrence 
developed in six months. 

There were four cases of carcinoma occurring in ’ 
dermoid; three were squamous and one was medu!- 


lary 
yea 
and 
lun; 
cys 
Me 
this 
flov 
dor 
7 
wol 
for 
size 
rec 
7 
mo 
con 
rou 
cur 
ran 
act 
pai 
was 
onl 
six 
tun 
7 
fibr 
the 
tive 
] 
ah 
con 
fou 
of t 
I 
Ne 
190 
237 
ma 
ben 
(o.¢ 
( 
ter 
mo! 
A 
ova 
treg 
and 
and 
Gat 
T 
alw; 
sixt 
or ; 
rece 
tenc 

on 


GYNECOLOGY 225 


lary. The ages of the patients ranged from 35 to 50 
years. One woman died of peritonitis after operation 
and three recovered from operation. One developed 
lung metastases in a few months. In two cases the 
cyst had perforated and involved the intestine. 
Menstruation was affected in only one case, and in 
this instance there was only a slight increase in the 
flow. The chief complaints were pain and an ab- 
dominal mass which increased in size rather suddenly. 

The one case of solid teratoma was that of a 
woman 31 years of age. The mass had been noted 
for two years and at the time of operation was the 
size of a fetal head. The patient made a good 
recovery. 

There were nine cases of sarcoma. In six the tu- 
mor was a fibrosarcoma; in two, a round-cell sar- 
coma; and in one a perithelial sarcoma. One of the 
round-cell tumors was inoperable and the other re- 
curred in six months. The ages of the nine patients 
ranged from 25 to 56 years. There were no char- 
acteristic symptoms; the chief complaints were 
pain and the presence of a mass. In only one case 
was there a menstrual disturbance, and this was 
only a slight increase in the amount of the flow. In 
six cases there was ascites, and in three of these the 
tumor was twisted. 

There were seven cases of benign tumors—five of 
fibromata and two of fibromyomata. The ages of 
the patients ranged from 20 to 62 years. An opera- 
tive recovery was made in every case. 

In two cases there was a history of profuse men- 
struation, and in one, that of a woman of 40 years, 
a history of amenorrhoea for one year. The chief 
complaints were an abdominal mass and pain. In 
four instances the tumors were twisted, and in two 
of these there was ascites. 

Bishop: At the Brooklyn Hospital, Brooklyn, 
New York, 333 ovarian tumors were seen from 
1908 to 1923 inclusive. These were: cystomata, 
237 (71.1 per cent); dermoids, 24 (7.2 per cent); 
malignant cysts or carcinomata, 34 (10.2 per cent); 
benign papillomata, 27 (8 per cent); sarcomata, 2 
(0.6 per cent); fibromata, 5 (1.5 per cent); myomata, 
1 (0.3 per cent); endotheliomata, 1 (0.3 per cent); 
teratomata, 1 (0.3 per cent); and Krukenberg tu- 
mors, 1 (0.3 per cent). 

A survey of the literature indicates that solid 
ovarian tumors are difficult to classify. Conservative 
treatment is associated with grave risk of recurrence, 
and radical treatment with the minor risk of sterility 
and unsexing. Epwarp L. Corne.t, M.D. 


Gammeltoft, S. A.: Bilateral Carcinoma of the 
Tubes (Doppelseitiges Tubencarcinom). Hosp. 
Tid., 1923, Ixvi, 7. 

The patient was a woman 41 years old who had 
always been healthy. She had been married for 
sixteen years, but had never given birth to a child 
or aborted. Menstruation had been regular until 
recently. Six months ago the patient complained of 
tenderness over the symphysis, strangury, and pain 
on urination. After treatment for catarrh of the 


bladder, urination again became normal, but the 
tenderness persisted. The patient was admitted to 
the hospital under the author’s care for pain in the 
lower abdomen. 

Gynecological examination revealed a small uterus 
which was anteflexed by two tumors. The tumor on 
the left side, lying alongside of, and behind, the 
uterus, seemed to be a cyst about as large as a fist. 
This tumor could be distinguished with difficulty 
from a mandarin-sized tumor which lay to the right 
of the uterus. The latter also seemed cystic, but 
was firmer and slightly nodular. 

Laparotomy revealed a tumor of the left tube, 
which tapered off markedly from the uterus. The 
ampullar portion lay in the cul-de-sac of Douglas 
where it was connected with the tumor on the right 
side. As malignancy was suspected, a supra-vaginal 
amputation of the uterus and appendages was done. 
A nodule the size of a pea was excised from the 
peritoneum of the vesico-uterine fossa. 

The microscopic diagnosis was alveolar cylindrical- 
celled carcinoma of both tubes and metastasis to the 
peritoneum of the minor pelvis. 

Fourteen days after the operation 96 mgm. of 
radium element were applied for twenty-four hours 
because a walnut-sized infiltration was felt to the 
right of the cervical stump. 

The prognosis of these tumors is grave. In the 
future the author intends to do a total extirpation in 
such cases. SAENGER (G). 


MISCELLANEOUS 


Hunner, G. L., and Wharton, L. R.: Sterility: A 
Study Based on a Series of 526 Patients. South. 
M. J., 1924, xvii, 269. 


Hunner and Wharton examined 526 women whose 
chief complaint was sterility. All but fifty were less 
than 36 years of age. Of the 526, one-third had a 
noticeable cervical discharge; one-seventh, an acid 
cervical leucorrhoea; one-sixth, pelvic inflammation; 
one-seventh, a retrodisplacement of the uterus; 
one-tenth, cervical stenosis; one-eleventh, amenor- 
rhoea; one in twelve, a developmental abnormality; 
one in twenty, dyspareunia; and one in twenty, 
uterine fibroids. In one-twelfth of the cases no 
cause for the sterility could be found. The condition 
of the husband was ascertained in 279 cases. Twenty 
per cent of the husbands were found sterile. The 
most common cause of sterility in the male was 
azoéspermia. 

After the elimination of 163 patients for various 
reasons such as sterility of the husband and lack of 
desire to undergo treatment, 363 were treated. 
Twenty-five per cent of the latter subsequently 
conceived. 

The chief menstrual disturbance was amenorrheea. 
Of forty-nine patients with persistent amenorrhcea, 
only four became pregnant. Glandular therapy was 
used only in cases of definite disorders of the endo- 
crine system. The authors regard the indiscriminate 
use of glandular extracts as unscientific. 
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Diet must be considered a factor in sterility, but 
is probably of little importance in the cases seen in 
private practice. 

Of fifty-five patients with uncomplicated dyspa- 
reunia, 40 per cent subsequently conceived. The 
treatment of these cases consisted in dilatation of 
the hymen and vagina and the use of tampons and 
douches. 

Of fifty-seven patients with retroversion of the 

uterus, 25 per cent later became pregnant. However, 
no case in which the retrodisplaced uterus was 
‘adherent was treated successfully. This fact indi- 
cates that, not the displacement, but the inflamma- 
tory lesion involving the tubes, is the chief cause of 
the sterility. Some of the cases of displacement of 
the uterus were treated by suspension operations 
and some by the use of pessaries. Four patients 
with uterine displacement became pregnant after 
cervical dilatation. 

Tubal infection was found in 82 per cent of the 
cases. In the majority of these it was gonorrhoeal 
and associated with cervicitis and displacement. 
In three of twelve cases in which the tubal adhesions 
were freed and salpingostomy was performed, 
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pregnancy occurred subsequently. Of thirty-six 
patients who were unwilling to undergo operation 
and were therefore given non-operative treatment, 
none conceived. 

Of twenty-seven women with fibroids, eleven 
were subjected to myomectomy. Four of the latter 
became pregnant subsequently. 

Of two patients subjected to artificial insemination, 
one became pregnant. 

There were seventy-three patients with uncom- 
plicated cervicitis. The fact that eighteen of them 
conceived after treatment indicates that cervical 
discharges are a definite factor in sterility. Of 
eighty-three women with complicated cervicitis, 
twenty subsequently conceived. In the authors’ 
opinion, the most effective non-operative treatment 
of cervicitis is radial cauterization. 

The Rubin test was used in thirty-five cases, and 
in four of these the findings were checked by opera- 
tion. This test should be employed to determine the 
results of salpingostomy. The authors agree with 
Ward and Aldridge that it is of great value in 
diagnosis but as yet has not proved of aid in treat- 
ment. RoscoE Jepson, M.D. 


St 
co 
ni 
of 
bi 
pe 
th 
p! 
pe 
tk 
cé 
4! 
n 
4 
té 
Te 
p! 
te 
tl 
st 
n 
ir 
d 
fc 
n 
e 
e 
tl 
P. 
p 
sé 
n 
0} 
ti 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Stander, H. J.: The Blood Chemistry During 
Pregnancy. Bull. Johns Hopkins Hosp., Balt., 
1924, XXXV, 133. 


The blood of the normal non-pregnant woman 
contains approximately 32 mgm. of non-protein 
nitrogen, 18.5 mgm. of urea nitrogen, and 3.3 mgm. 
of uric acid per 100 c.cm. The carbon-dioxide com- 
bining power of the blood plasma is about 52 volumes 
per cent. 

In normal pregnancy the non-protein nitrogen and 
the urea nitrogen content are less than in the non- 
pregnant state the averages being 28 and 12.48 mgm. 
per 100 ¢.cm., respectively. The uric acid is about 
the same as in the non-pregnant state, while the 
carbon-dioxide combining power drops from 52 to 
45 volumes per cent. The ratio of urea nitrogen to 
non-protein nitrogen is also decreased, being about 
44.5 to 57. 

In severe cases of neurotic vomiting the non-pro- 
tein nitrogen and uric acid values are increased, but 
return to within normal limits as the patient im- 
proves. 

In nephritic toxemia the non-protein nitrogen 
tends to increase to an extent fairly proportional to 
the severity of the condition. In the definitely pre- 
eclamptic type of toxemia, this tendency is less 
striking. In nephritis the ra‘io of urea ni{rogen to 
non-protein nitrogen is definitely increased, while 
in the pre-eclamptic type it is either normal or 
decreased. 

In true eclampsia fairly normal values are found 
for the non-protein nitrogen and the carbon-dioxide 
combining power, and the ratio of urea nitrogen to 
non-protein nitrogen is similar to that found in pre- 
eclamptic toxemia. 

In all three types of toxemia—nephritic, pre- 
eclamptic, and eclamptic—the uric acid content of 
the blood is definitely elevated. 

Epwarp L. Cornett, M.D. 


Paucot and Paquet: Fibromata Complicating 
Pregnancy; Czesarean Section Followed by 
Hysterectomy in a Patient with Basedow’s Dis- 
ease (Fibrémes préevia et grossesse; cesarienne 
suivie d’hystérectomie chez une femme atteinte de la 
maladie de Basedow). Bull. Soc. d’obst. et de gynéc. 
de Par., 1924, xiii, 134. 

The patient was a woman 33 years old who was 
pregnant for the second time. Her first pregnancy, 
which occurred in 1921, was interrupted in the 
seventh month. The delivery and puerperium were 
normal. A diagnosis of Basedow’s disease was made 
on the basis of exophthalmos, moderate goiter, 
tachycardia, and trembling of the hands which was 


not modified by voluntary movements. These symp- 
toms began after the first delivery. 

From January to October, 1923, weekly applica- 
tions of the X-ray were made to the enlarged thy- 
roid, but the goiter did not change materially during 
this period. The last menstrual period occurred in 
February, 1923. The pregnancy was normal up to 
the fifth month. At this time, following retention of 
urine, the presence of a fibroma was discovered on 
examination. On November 15 the membranes 
ruptured. The enlargement of the uterus and the 
history indicated that the pregnancy was at term. 
On vaginal examination a hard, voluminous, im- 
movable mass was felt filling the entire anterior 
cul-de-sac. Behind this mass and very high in the 
vagina the cervix was felt directed toward the sacral 
cavity. The fetal head could not be palpated. On 
abdominal palpation, several fibromata of moderate 
size were felt on the anterior surface of the uterus. 

Under chloroform anesthesia a cesarean section 
was performed with the extraction of a female child 
weighing 2,800 kgm. A subtotal hysterectomy was 
then done. The patient made an uneventful recovery. 

The authors believe this case is of interest because 
of the number of complications. The exophthalmic 
goiter was entirely independent of the pregnancy as 
it began more than a year after the first delivery and 
during the second pregnancy remained practically 
unchanged. In the second pregnancy there was no 
vomiting, albuminuria, or placental hemorrhage. 

SALVATORE pI Patma, M.D. 


Reeb: Peritonitis of Appendiceal Origin and Preg- 
nancy at the Seventh Month (Péritonite 
d’origine appendiculaire et grossesse du VII mois). 
Bull. Soc. d’obst. et de gynéc. de Par., 1924, xiii, 224. 


The patient, a primipara in the seventh month of 
pregnancy, was operated upon the third day after 
the onset of acute appendicitis. The appendix was 
found gangrenous and perforated and a generalized 
peritonitis was well established. Labor occurred the 
next day. After phlebitis and pulmonary infarction 
the patient recovered. 

The occurrence of acute appendicitis with perfora- 
tion and peritonitis in association with pregnancy is 
very rare. At a school for midwives the case reported 
was the first case in 5,000 deliveries. This rarity is 
surprising as pregnancy aggravates intestinal stasis 
which is assumed to be one of the chief predisposing 
causes of appendicitis. The prognosis of the appendi- 
citis is rendered less favorable by pregnancy, and 
particularly by pregnancy at an advanced stage, as 
the diagnosis is made difficult, the operative diffi- 
culties are increased, and if labor occurs soon after 
the operation the walling-off process is disturbed. 

ALBERT F. DeEGroat, M.D 
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Lemierre, A., and Rivalier, E.: Colibacillamia of 
Pregnancy without Pyelonephritis (Colibacil- 
lémie gravidique sans pyélonéphrite). Bull. et mém. 
Soc. méd. d. hép. de Par., 1924, 3 s. xl, 439. 


The authors report the case of a young woman 
five months pregnant who suddenly developed an 
infection which lasted for about ten days and caused 
repeated attacks of fever, chills, and intense head- 
ache. The temperature ranged from 35 to 40 degrees 
C. Blood cultures showed the presence of colon 
bacilli. There was no pain in the kidney region, but 
the urine showed large numbers of colon bacilli, 
granular cylinders, and leucocytes, and a slight 
amount of albumin. Recovery was spontaneous. 
The bacillemia probably had its origin in the colon 
as the patient had very marked constipation. 

The point of interest in the case is that, despite 
the intensity and duration of the blood infection, 
there was no important localization in the kidney. 
The fact that the bacteria forced the kidney barrier 
was demonstrated by the appearance of albumin, 
cylinders, and leucocytes in the urine. 

W. A. BRENNAN. 


Gruhzit, O. M.: Eclampsia—Is It a Biological 
Necessity? Am. J. Obst. & Gynec., 1924, vii, 588. 


When two incompatible blood specimens are 
placed together in a test tube, a new and more vis- 
cous fluid is formed. It is assumed that a similar 
condition would occur in the body upon the passage 
of agglutinogen from the fetus to the mother’s 
blood stream. A viscous colloidal state of the blood 
would account for all of the symptoms, signs, and 
pathology of eclampsia. Such a change produces 
stasis, congestion, and a decrease in the rate of pro- 
tein and carbohydrate metabolism. 

Experiments on the typing of blood from cases of 
normal and abnormal pregnancy also tend to demon- 
strate that interagglutination may be at fault in true 
eclampsia, but not in nephritic toxemia or normal 
pregnancy. 

There is a group of toxemias with a low blood 
viscosity, compatible blood grouping, and approxi- 
mately the same blood findings as true eclampsia. 
These cases may show no suppression of urine; in 
fact in some of them there may be considerable 
polyuria before and after delivery. The casts and a 
small or large amount of albumin may or may not 
be present before the onset of convulsions. After 
the onset of convulsions, the albumin and casts in 
the urine increase considerably with each successive 
convulsion. Clinically these cases are difficult to 
differentiate from cases of true eclampsia unless 
the viscosity and the blood type between the mother 
and child or the husband are ascertained. These are 
probably cases of ‘‘nephritic toxemia.” 

In fifteen clinically diagnosed cases of eclampsia 
or pre-eclampsia, the blood grouping of mother and 
child was incompatible. In five cases of pregnancy 
toxemia with convulsions and in eighty-three cases 
of normal pregnancy the blood grouping of the 
mother and her child was compatible. 


The blood group of the offspring is determined by 
the laws of heredity. Incompatibility between the 
maternal and fetal blood groups occurs only in lim- 
ited blood group unions of parents. In the cases of 
normal pregnancy examined, the blood grouping 
was such as to exclude the possibility of intraggluti- 
nation between the maternal and fetal blood. 

In the majority of clinically diagnosed cases of 
eclampsia the maternal and fetal blood grouping 
was incompatible. High blood viscosity was found 
in eclampsia with incompatible maternal and fetal 
blood. Low viscosity and compatible maternal and 
fetal blood were found in the nephritic type of toxe- 
mia. The high viscosity of blood in iso-agglutination 
toxemias is due probably to the passage of incom- 
patible blood elements from the fetus into the blood 
stream of the mother. Epwarp L. Cornett, M.D. 


Windeyer, J. C.: The Toxzmias of Pregnancy, 
with an Analysis of 158 Cases of Eclampsia. 
Med. J. Australia, 1924, i, Supp. 179. 


The author states that the toxemias of preg- 
nancy, responsible for from 18 to 20 per cent of the 
maternal mortality in Australia, are increasing. 

Eclampsia is discussed on the basis of 158 cases 
observed at the Royal Hospital for Women in a 
period of seven and a half years. One hundred and 
four of the women were primipare and fifty-four 
were multipare. The treatment was characterized 
by its conservatism, consisting usually in measures 
to stimulate elimination and the administration of 
morphine. When the convulsions persisted, vera- 
trone was used. Seventy-two patients were given 
one or more doses of this drug; in thirteen cases the 
veratrone was not preceded by morphine. In the 
author’s opinion veratrone should be used when the 
blood pressure is raised and the pulse rate is rapid. 
This is during the first six to twenty-four hours, 
when attempts are being made to promote evacua- 
tion. Veratrone arrests the convulsions by causing 
a fall in the blood pressure and slowing the pulse. 
A pulse rate over 80 indicates danger. The dose of 
veratrone is 0.30 mgm. followed by 0.24 mgm. and 
then from 0.12 to o.18 mgm. repeated according to 
requirements as indicated by the blood pressure 
and pulse. A disadvantage in the use of the drug is 
the variation in the response of the blood pressure 
and pulse in different persons. 

The author summarizes his conclusions as follows: 

1. The vomiting of pregnancy is best treated on 
the assumption that it is due to a disturbance of 
carbohydrate metabolism. 

2. Albuminuria of pregnancy varies in its response 
to treatment, depending upon whether the toxemia 
or chronic nephritis is the chief causative factor. 
Treatment of the albuminuria of pregnancy before 
delivery causes a considerable decrease in the inci- 
dence of eclampsia. 

3. In a large number of cases accidental hemor- 
rhage is a manifestation of toxemia. 

4. The statistics reviewed indicate: (1) that 
the cases of eclampsia in which the convulsions 
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begin before labor are usually at an earlier period 
of pregnancy than those in which the convulsions 
begin during or after labor; (2) that the infantile 
mortality is greater in the cases in which the con- 
vulsions begin before labor; (3) that prematurity is 
the chief cause of the high infantile mortality in 
eclampsia; (4) that the blood pressure is raised in 
practically all cases of eclampsia, and exceptionally 
high pressures are found in cases with a pre-existing 
chronic nephritis; and (5) that the low mortality 
rate at the Royal Hospital for Women is due to the 
fact that a more or less routine method of treat- 
ment is used and obstetrical interference is minimal. 
Rotanp S. Cron, M.D. 


LABOR AND ITS COMPLICATIONS 


Davis, A. B.: Extraperitoneal Casarean Section 
(Gastro-Elytrotomy) in Presumably Infected 
and Mismanaged Cases of Prolonged Labor. 
Am. J. Obst. & Gynec., 1924, vii, 373. 


The sooner it is generally realized by the laity and 
the members of the medical profession that reproduc- 
tion is a potentially pathological process, and in 10 
per cent of the cases an actually pathological proc- 
ess, the sooner childbirth will be removed from the 
position it now holds in America as, next to tubercu- 
losis, the cause of the greatest number of deaths. 

Every pregnant woman should be given proper 
obstetrical care and instruction soon after conception 
and throughout gestation, labor, and the puerperium, 
until everything possible has been done to restore 
her to her normal activities of life in good condition. 
Ninety per cent of pregnant women should be under 
careful observation. Except for a few simple pre- 
cautions and instructions, they should be let alone 
as long as they are progressing favorably, but it 
should always be borne in mind that some from this 
large class may change gradually or abruptly over 
into the abnormal class. 

Emergency obstetrical cases should disappear. 
These increase the morbidity and mortality of obste- 
trical records. So long as they occur, the well- 
equipped maternity hospital should receive them. 
With proper treatment some of the seemingly hopeless 
cases will recover. There should be some way of 
checking up the activities of the doctor whose results 
are repeatedly poor. Such an one should be encour- 
aged to direct his energies along less dangerous lines. 

We can often see more by looking backward but 
we will accomplish more and obtain better results 
by looking ahead. The public should be taught to 
be more critical of obstetrical results, and not to 
accept injuries to the mother and child, or the death 
of one or both as unavoidable. Extraperitoneal 
cesarean section will often save a life that without 
it would be lost. Of the twenty-eight cases reviewed 
by the author, the classical cesarean section would 
have saved but few. 

The twenty-eight cases reported were septic to a 
greater or less degree. In all, there was a high tem- 
perature after operation. In no case was it possible 
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to secure primary union of the abdominal wound. 
Two showed only an oily discharge from two or 
three stitch holes which lasted for a day or two. In 
twenty-one cases, part or the entire length of the 
wound separated down to the aponeurosis. In four 
cases the wound broke down to its entire depth, with 
considerable sloughing. Two patients died early 
before the repair process progressed very far. The 
wounds healed readily, and in all cases except two or 
three in which there was mild tenderness down the 
inner part of the right thigh suggesting a slight 
phlebitis the infection remained local. There was no 
evidence that the uterus was infected or that its 
wound failed to unite by primary union. In a few 
cases there must have been a very localized peritonitis. 
With the exception of one case, there was never any 
suggestion that the bladder was injured or became 
infected later. In one case with severe sloughing 
there was a vesical fistula for a short time but this 
closed spontaneously. 

Notwithstanding the previous condition of the 
patients and the fact that they were subjected to a 
long and difficult operation, their early postoperative 
condition was remarkably good. Vomiting was never 
distressing, and abdominal distention was almost 
entirely absent. 

One of the principal points of interest in these cases 
was that the patients included sixteen primipare, 
one para-ii, five pare-iii, one para-iv, one para-v, 
one para-vi, two pare-vii, and one para-viii. The 
ages ranged from 17 to 41 years. Twelve of these 
patients were entirely in the care of the Lying-in 
Hospital. The remaining sixteen had been under 
the care of physicians elsewhere for an unknown 
number of hours. Of the two mothers who died, one 
was a para-viii 41 years of age, who had been under 
the care of an outside physician and a midwife. 
Three of her children are living. Her first child 
was stillborn and delivered with instruments. The 
others were also delivered with difficulty. The sec- 
ond was a small child, the third a large child, and 
the fourth a child of medium size. This patient had 
had also three abortions in the third month of 
pregnancy. The child born by the labor under con- 
sideration weighed 4,160 gm. and lived. The mother 
died on the second day from general peritonitis. 
In the peritoneal cavity there was serosanguineous 
fluid which on culture showed hemolytic strepto- 
cocci. This woman had a contracted pelvis, and re- 
ported that all of the living children had been in- 
jured by the stretching of the brachial plexus. 

The other patient who died was a para-i 27 years 
old who had had outside medical attendance for an 
unknown number of hours before her admission to 
the hospital. A forceps delivery had been attempted. 
The patient gave a history of pneumonia three 
weeks before labor. Her child, which weighed 2,020 
gm., survived. The patient was in poor condition on 
her admission to the hospital and it was the author’s 
impression that the cause of her death was pneu- 
monia plus labor rather than the reverse. No culture 
was taken in this case. 
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In all of the twenty-eight cases reported the fetal 
heart was heard just before operation was begun. 
Three babies were stillborn. In these cases there 
was marked tonic contraction of the uterus and fetal 
distress was indicated by the escape of meconium 
and a varying fetal heart beat. One of the stillborn 
infants was the child of a girl of 17 years who had 
been under the care of an outside physician and a 
midwife. It had hydrocephalus and spina bifida, 
and presented by the face. 

Four babies died. One child died after four and a 
half days and another on the nineteenth day from 
very extensive pemphigus. The mother of the latter 
showed a four plus Wassermann reaction. The third 
child, which weighed 4,870 gm., died on the day of 
birth. Autopsy showed atelectasis and asphyxia. 
The patient had been in labor a long while prior to 
her admission to the hospital. Prior to operation 
the fetal heart beat ranged from 140 to 180. In the 
case of the fourth child, labor had been in progress 
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for three and a half days under outside care. The 
child weighed 3,400 gm. It died six hours after 
delivery. 

Six of the women have come under the author's 
care in a subsequent pregnancy. One, in the third 
month, when assured that she was pregnant, de- 
clared that her husband demanded an abortion. 
Nothing further has been learned regarding her. 
The five others continued to term. One had an 
almost precipitate spontaneous delivery of a very 
small child. The four others were delivered by 
classical cesarean section. The site of the former 
extraperitoneal operation was carefully examined in 
each case bimanually, with one hand through the 
caesarean opening in the uterus. It was surprising to 
find how well the uterine wall had closed and how 
few adhesions there were in the neighborhood. In 
no instance was there weakening or hernia at the 
site of the previous opening in the abdominal wall. 

Epwarp L. Cornet, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Deucher, G. W.: Changes in the Adrenal Cortex in 
Peritonitis and Sepsis (Veraenderungen der Ne- 
bennierenrinde bei Peritonitis und Sepsis). Arch. f. 
klin. Chir., 1923, cxxv, 578. 


In toxic and bacterial injuries of the body, severe 
changes frequently occur in the adrenal cortex. The 
amount of lipoid is diminished in isolated layers and 
the cholesterin content is reduced proportionately. 
The author first examined ten normal adrenal 
glands, then studied the deviations from the normal 
in fifty cases of peritonitis and sepsis and finally con- 
trolled his findings by experiments on guinea pigs. 

In the normal suprarenal cortex, which is always 
abundantly supplied with fat, the lipoid is found in 
the parenchymatous cells of the glomerular and 
reticular tissue and mainly in small droplets. Coars- 
er droplets are found mixed in the fascicular tissue. 
In the sections, the fatty bodies crystallize abundant- 
ly. In peritonitis and sepsis a focal disappearance 
of the lipoid occurs at first in the glomerular and 
reticular tissue; there is also a decrease in the size 
of the droplets with simultaneous loss of the crys- 
tallizing power of the lipoids. In addition, hollow 
drop formation, vacuolization, and honeycombed 
cellular degeneration are found. Involvement of 
the vascular supply is shown by cedema and hy- 
peremia. Extravasation and infiltration are rare. 
These changes mentioned are more rapid and more 
marked in peritonitis than in sepsis. KReuTER (Z). 


Sweet, J. E.: Some Theoretical Aspects of the 
Problem of Anuria. Atlantic M. J., 1924, xxvii, 
405. 

In the author’s opinion there is a tendency to de- 
velop laboratory statisticians who forget the patient. 

Sweet divides anuria into three types: (1) the pre- 
renal, due to disturbance of some mechanism before 
the kidney is reached; (2) the renal, due to a condi- 
tion within the kidney itself; and (3) the postrenal, 
due to a disturbance of the excretory system of the 
kidney. With regard to prerenal anuria produced, 
for instance, by hysteria and the use of ureteral 
catheters, he states that the pituitary gland is doubt- 
less the central control station of water balance. 
Another factor with considerable influence on kid- 
ney function is diet. 

One type of renal anuria is that due to bi- 
chloride of mercury poisoning. 

Postrenal anurias include the postoperative an- 
urias and those due to calculi. 

The chief problem in cases of anuria is the nature 
of the lethal factor. The author states that it is not 
water, salts, or urea, but an unknown toxic sub- 
stance. The sequel of anuria is the presence of 


urinary constituents in the blood. The anuria is 
“essential” or “specific” when normal urine is ex- 
creted. The toxin which kills accumulates in the 
blood. BENJAMIN F. ROLLER, M.D. 


Scholl, A. J., and Judd, E. S.: A Review of Cases of 
Hydronephrosis and Pyonephrosis. Surg. Clin 
N. Am., 1924, iv, 425. 

Scholl and Judd report a series of cases of hydro- 
nephrosis and pyonephrosis from the Mayo Clinic. 
There were 503 cases of hydronephrosis. In 475, 
the kidney was removed, and in thirty-nine a plastic 
operation was performed. Simple extraperitoneal 
lumbar nephrectomy was performed in 436 cases, 
subcapsular nephrectomy in thirty, and trans- 
peritoneal nephrectomy in twenty-one. There were 
no operative deaths in either the subcapsular or the 
transperitoneal operations. In sixteen cases a com- 
plete nephro-ureterectomy was performed; all of 
the patients recovered. In most cases the nephro- 
ureterectomy was carried out through two incisions, 
a posterolateral incision to free the kidney, and an 
anterior low rectus incision to free the lower ureter. 

The plastic operations on the renal pelvis were, 
as a rule, unsatisfactory. In eleven of the thirty-nine 
cases a secondary nephrectomy was necessary. 

Five (1 per cent) of the patients who had had a pri- 
mary nephrectomy died following operation. Com- 
plete postoperative data were obtainable in 403 of 
the remaining cases. Three hundred and eighty-four 
(95 per cent) of the patients are still living, thirty- 
seven of them from ten to fifteen years, 118 from 
five to ten years, 149 from two to five years, and 
eighty, one year after the operation. In seven of the 
nineteen fatal cases death occurred during the first 
year; in eight, from two to five years after the opera- 
tion; and in four, from seven to ten years after the 
operation. Fourteen of the 384 patients still living 
have an infection in the remaining kidney; thirty-one 
complain of renal pain and discomfort. Only three 
have had another operation, one for the removal of 
a ureteral stone, and two for the removal of a renal 
stone; all of the operations were performed on the 
opposite side. The remaining 309 patients whose 
data are complete are in normal health. 

Four hundred and seventy-four patients with 
pyonephrosis were operated on. In 471 cases the 
kidney was removed; in three, nephrotomy was per- 
formed and drainage established. Lumbar extra- 
peritoneal nephrectomy was done in 468 cases. In 
354, complete nephrectomy, and in 114, subcapsular 
nephrectomy was performed. Complete nephro- 
ureterectomy was done in only three cases. In one 
case it was necessary to remove the remaining por- 
tion of the ureter at a later operation. Opening the 
peritoneum for lumbar nephrectomy is a more ser- 
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ious procedure in the presence of widespread infec- 
tion than in cases of simple hydronephrosis. 

Adhesions from previous operations and perirenal 
infection are common in cases of pyonephrosis. 
The peritoneal cavity was unavoidably opened in 
twenty-three cases; in two, fatal peritonitis resulted 
on the tenth and twelfth day after operation re- 
spectively. A subcapsular nephrectomy was per- 
formed in 114 cases. Perinephritic infection was 
common, and as the capsule was often thickened 
and adherent to the surrounding structures, it was 
impossible to find the extracapsular line of cleavage. 
The kidney was generally located in the center of 
the mass of protective adhesions, and in most cases 
enucleated readily from its fibrous capsule. One of 
the 114 patients died following the operation. 

A transperitoneal operation was performed in six 
cases. Twelve (2.5 per cent) of the patients with 
primary nephrectomy for pyonephrosis died follow- 
ing operation. 

Complete postoperative data were obtainable for 
388 cases of nephrectomy and three cases of ne- 
phrotomy. Two of the patients treated by nephrot- 
omy and drainage are still alive; one is in good 
general health but the other’s opposite kidney is also 
diseased and this prevents further operative pro- 
cedures on the pyonephrotic kidney. In both cases 
the wounds are draining. Nephrotomy was per- 
formed on the third patient as an emergency 
procedure, the opposite kidney being extensively 
diseased. Death occurred soon after the operation. 

Three hundred and thirty-six (86.6 per cent) of 
388 nephrectomized patients are alive. One hundred 
and thirty-three are living from five to twelve 
years, 163 from two to five years, and forty, one 
year after the operation. Five patients have per- 
sisting sinuses which have been draining from two to 
five years, and one patient has a hernia in the opera- 
tive wound. Thirty-four patients have had attacks 
of pain over the opposite kidney. Nineteen have 
infection of the kidney and bladder, and eighteen 
complain of frequency and dysuria. In two cases 
stones that were left at operation and had ruptured 
through the kidney were removed from the perirenal 
tissues. In one case a ureteral stone which was left 
in place caused a painful persisting fistula; removal 
of this stone was followed by a good result. In four 
cases an abscess formed in the incision and required 
drainage, and in one case it was necessary to remove 
the renal capsule which had been left following sub- 
capsular nephrectomy. The sinus healed after the 
second operation. 


Hinman, F., and Morison, D. M.: An Experimental 
Study of the Circulatory Changes in Hydro- 
nephrosis: A Preliminary Report Relating to 
the Unilobed Kidney as Instanced in the Rab- 
bit. J. Urol., 1924, xi, 435. 


In one series of rabbits the left ureter was exposed 
through the lumbar route and divided as far down 
as possible from the renal pelvis. In another series, 
the left ureter was divided just above the bladder 


through a mesial transperitoneal incision. The 
hydronephrotic changes in the two series were 
similar except that the higher obstruction favored a 
more rapid development. 

With complete ureteral obstruction, early pressure 
is transmitted from the distending pelvis to the 
calyces surrounding the interlobar vessels, which 
are also subjected to increasing pressure. At first, 
the interlobar veins are chiefly affected and there is 
resulting hyperemia in the cortex corticis. 

The intrapelvic pressure gradually forces back the 
ampulla of the solitary pyramid and makes the 
arteria and vene tortuous. As the medulla 
toward the renal poles is stretched, the “straight 
vessels” are elongated and laterally compressed. 
The pyramid then becomes compressed on its base 
against the renal capsule, thereby affecting the 
cortical parenchyma since the vessels which run pri- 
marily in the same axis as the direction of pressure 
become shortened and tortuous. The interlobular 
vessels in the cortex are then affected. The cortex 
corticis first becomes thinned and then obliterated 
by compression against the capsule. The interlobular 
vessels show marked tortuosity with obliteration of 
their peripheral glomeruli and a temporary increase 
in the size of their proximal glomeruli. 

The interlobar trunks are then displaced and, to- 
gether with the arcuate vessels and their branches, 
are stretched over a constantly dilating sac. Asa 
result of pressure and stretching there is partial 
anemia of the cortical parenchyma which tends to 
favor relaxation. The larger interlobar and arcuate 
vessels become more and more attenuated and 
lengthened, whereas their finer ramifications (inter- 
lobular branches) pass from a stage of foreshorten- 
ing to complete obliteration. 

The kidney thus becomes transformed into a thin- 
walled sac, over and around which course attenuated 
and greatly lengthened interlobar and arcuate 
trunks, sole remnants of the previous renal vascula- 
ture. Louis Neuwe tt, M.D. 


Papin, E., and Ambard, L.: Resection of the Nerves 
of the Kidney for Nephralgia and Small Hy- 
dronephroses. J. Urol., 1924, xi, 337. 


In the present state of our knowledge we must 
assume that pain is transmitted only by the cerebro- 
spinal nerves. The kidney and its pelvis are sup- 
plied by the renal plexus which accompanies the large 
vessels of the pedicle, penetrating the renal sinus 
with them; there are also fine nerve filaments enter- 
ing with (1) the arteries which penetrate the fatty 
fibrous capsule, (2) an artery which enters between 
the kidney and adrenal, and (3) accessory (polar) 
vessels. The nerves follow closely the course of the 
blood vessels and form a rich plexus around them. 
The filaments can be traced up to the point where 
they enter the parenchyma and follow the blood 
vessels to their finest ramifications. The nerves 
within the kidney are usually nonmedullated, but 
in the pelvis and calyces the fibers are frequently 
medullated. The ganglionic cells of the plexus are 
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of the sympathetic type, and there is no doubt that 
renal pain comes from the sympathetic fibers. 

Interesting results may be obtained from resection 
of the nerves in painful nephritides, small hydro- 
nephroses, and nephralgias without a well-estab- 
lished etiology. The technique is the following: 

All of the fat around the kidney and ureter is 
removed, with care to preserve the periureteral 


vessels. The renal pedicle is then exposed and the. 


nerve trunks are isolated and severed, with the aid 
of a head light and a sterilizable magnifying glass. 
The posterior aspect of the pedicle is treated in the 
same way. The artery and vein are completely 
stripped of all surrounding nerve filaments. Injury 
of the renal vein requires lateral suture. The 
operation is completed by nephropexy. 

Papin has performed this operation six times. 
Two cases were not benefited. The postoperative 
pain was more severe than that following ordinary 
kidney operations, even nephrectomy. Polyuria or 
oliguria did not occur. Decapsulation and nephro- 
pexy were done in all cases. The method is appli- 
cable only to hydronephrosis without obstruction. 

Louis NEuwELT, M.D. 


Persson, M.: Two Cases of Early Tuberculosis of 
the Kidney. Acta chirurg. Scand., 1924, lvi, 525. 


According to the Ekehorn theory, advanced in 
1908, the surgical tuberculosis of the kidney which 
begins as a rule within a papilla, penetrates to the 
renal pelvis through a fistula, and finally infects 
the entire renal pelvis is of unilocular hamatogenic 
origin. Very few cases reported in the literature 
were seen at a sufficiently early stage to afford any 
positive support for this theory, but the author 
reports two such cases. 

The first case was that of a man 44 years of age 
who had been treated in a sanatorium during the 
spring of 1922. At that time the urine contained 
no albumin. At the end of October, 1922, complaint 
was made of difficulty in urination. When the pa- 
tient was admitted to the hospital in December, 1922, 
the urine from the left ureter showed pus cells and 
tubercle bacilli but that from the right ureter was 
normal. On December 20, a nephrectomy was done 
on the left side. Sections of the specimen showed 
in one of the uppermost papillz a grayish-yellow, 
rounded area about the size of a pea and a very 
small ulceration on the surface of the adjacent 
papilla. On microscopic examination the rounded 
area was found to be a tuberculous cavity opening 
into the kidney pelvis through a microscopic fistula. 
The ulcerated area was a superficial tuberculous 
ulceration. In the upper portion of the pelvic 
mucous membrane there were microscopic early 
tubercles. 

The second case was that of a man aged 23 years. 
On May 23, 1924, the right epididymis was resected 
because of tuberculosis. Soon thereafter the patient 
complained of urinary frequency. Cystoscopic exam- 
ination revealed a reddened area around the orifice 
of the left ureter. The urine contained no demon- 


strable tubercle bacilli but showed a moderate 
number of white and red blood cells in the normal 
proportions in which they are present in the blood. 
On July 3, 1923, a guinea-pig test of the urine from 
the left kidney proved positive for tuberculosis. 
Tests of the urine from the right kidney were 
negative. 

The patient was admitted to the hospital on 
August 3. At that time there were no urinary com- 
plaints. The urine from both kidneys was clear but 
showed a positive reaction to the Heller test. No 
tubercle bacilli were demonstrable but in the sedi- 
ment of the urine from the left kidney a moderate 
number of white cells were found. On August 8, 
1923, nephrectomy on the left side was performed. 
In one papilla in the upper pole of the kidney was a 
caseous cavity the size of a pea, from which a fine 
fistula opened out into a calyx. The rest of the 
papillary apices were macroscopically normal. The 
upper portion of the pelvic mucous membrane 
showed solitary fresh subepithelial tubercles with 
giant cells; otherwise the mucous membrane was 
normal. 


Bumpus, H. C., Jr.: The Treatment of Pyelone- 
phritis with Indwelling Ureteral Catheters: 
Report of Two Cases. J. Urol., 1924, xi, 453. 


Experimental work has shown that pyelonephritis 
is usually of focal origin and that the colon bacillus 
appears as a secondary invader which often replaces 
the original infecting organism. The removal of foci 
has been restricted because of failure to obtain bril- 
liant results either following removal in cases of 
irreparable pathological changes or after partial re- 
moval. It is not generally appreciated that good 
results can be obtained only by the complete 
eradication of foci. It is a common experience to 
examine patients who have had abscessed teeth 
removed but who still retain infected tonsils. There- 
fore all patients with pyelonephritis should be 
advised to have both abscessed and pulpless teeth 
and infected tonsils removed before local treatment 
is undertaken. 

In cases that have become chronic, local treatment 
is based on the type of the disease. As a result of 
inflammatory changes, dilatation occurs first in the 
minor calices, then in the pelvis, and later in the 
ureters. This, according to its degree, either im- 
pairs or completely prevents normal peristalsis and 
results in delayed and faulty drainage of the kidney. 
The inflammatory exudate and infected urine tend 
to be retained. In the treatment an attempt is made 
to favor drainage by inserting two ureteral catheters 
up the ureter to the renal pelvis. The larger the 
catheter, the more easily is the treatment carried on. 
After both catheters have been inserted, one is 
withdrawn to a point 2 or 3 cm. lower in the pelvis. 
The other is then attached to a reservoir containing 
lavage solution and placed several feet above the 
patient so that there will be sufficient pressure to 
produce a satisfactory flow. The solution runs into 
the renal pelvis at a rate that will not cause pelvic 
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distention, and escapes through a second catheter 
into a receptacle in the bed. Lavage is continued 
for several hours each day, and several liters of 
fluid are run through. The catheters may be left in 
place as long as they drain freely. If there is a 
severe cystitis, similar treatment is given the bladder; 
the results are equally gratifying. In one particularly 
severe, obstinate case, this type of continuous irriga- 
tion was carried on for about two months, with 
satisfactory ultimate results. 


Some Tyres of Chronic Recurrent 
California & 


Farman, F.: 
Pyelitis and Their Treatment. 
West. Med., 1924, xxii, 203. 


Farman states that women are more subject to 
pyelitis than men and that congestion of the kidney 
rather than the type of the invading bacteria is the 
factor of chief importance in the production of renal 
infection. He claims that about go per cent of renal 
infections are caused by the colon bacillus, and 5 
per cent by one of the pyogenic cocci. 

In the female, renal infection may appear at any 
age, but there are certain periods of life in which the 
recurrent types are more apt to become activated. 
For instance, pyelitis in young adult women occurs 
more commonly after marriage than before. Women 
near the menopause are particularly subject to 
urinary disturbances. Congestion and infection of 
the kidney may result also from the trauma of 
repeated childbirth and the strain of heavy house- 
hold work. Elderly women are prone to the chronic 
recurrent types of infection. 

Experimental and clinical tests have shown that 
the constant elimination of bacteria and toxic 
material brought to the kidney by the blood stream 
from distant sources of infection (teeth, tonsils, 
sinuses) finally results in irritation, destruction, and 
infection of the kidney itself. 

The author reports nothing new in regard to the 
treatment of pyelitis. 

A diet which puts the kidney at rest, reduces the 
acidity of the body, and keeps the urine neutral or 
alkaline is desirable, such as the so-called “basic 
nephritic” diet advocated by Sansum. In general, 
the “basic nephritic” diet consists chiefly of vege- 
tables, fruits, and sugars. Meats, eggs, and cereals 
are excluded. All foods which are essentially basic 
or neutral may be allowed. Orange juice is very 
potent in rendering the urine rapidly alkaline. One 
glass should be taken at each meal. Contrary to 
popular impression, orange and lemon juice are not 
acid, but basic in nature. The author says that he 
has found the diet described of the greatest help in 
relieving the distressing urinary symptoms of an 
acute attack of pyelitis. With exceptions, it should 
be continued until the inflammatory lesions of the 
kidney and pelvis have healed. : 

The drugs most commonly employed are the 
citrates, acetates, and carbonates. A combination 
of sodium bicarbonate and calcium carbonate in 
large doses is of value. It is well to ascertain the 
degree of alkalinity of the urine frequently by deter- 


mining the hydrogen-ion concentration or by the 
use of the ordinary litmus test. 

Following subsidence of the acute symptoms of 
pyelitis, the administration of alkalies may be dis- 
continued, and hexamethylenamin given. Hexa- 
methylenamin should not be given for acute urinary 
symptoms. 

A pyelitis which does not subside readily under 


- medical management or which tends to recur should 


be treated surgically, ie., by direct kidney and 
bladder treatment and investigation and correction 
of the accessory causes of infection by pelvic lavage 
repeated once or twice per week, depending upon the 
clinical improvement and the findings of urinalysis. 

In the routine examination of women complaining 
of urinary symptoms, the author always determines 
the presence or absence of residual urine. Some- 
times it is necessary to examine for residual urine 
several times as nervousness or sphincter spasm may 
prevent complete evacuation of the bladder while in 
the early stages of vesical relaxation it may be pos- 
sible to empty the bladder completely by extra 
voluntary effort. In this type of case much can be 
done to prevent retention of urine and ascending 
infection. 

Renal infection occurring secondary to gall-blad- 
der, appendiceal, or pelvic disease, or tooth, tonsil, 
or sinus infection will spontaneously disappear 
following surgical removal of the foci. 

Before dismissing a case of pyelitis, Farman in- 
structs the patient in bladder hygiene. Overexertion, 
fatigue, chilling, and exposure to inclement weather 
should be avoided. In many of Farman’s cases the 


condition began after ocean-bathing with sudden 


chilling of the body surface. A frequent cause of 
urinary disturbance is voluntary suppression of the 
desire to urinate. Women especially are prone to 
accustom themselves to over-distention of the 
bladder. Louis Gross, M.D. 


Negley, J. C.: Kidney and Ureteral Calculi. Cali- 
fornia & West. Med., 1924, xxii, 227. 

This article is based on twenty cases of stone in 
the ureter, thirty-seven cases of stone in the kidney, 
one case of stone in the right kidney and right ureter, 
and one case of stone in the left kidney and left 
ureter. There were two cases of stone in both 
kidneys. 

Ureteral stone was more frequent on the left than 
the right side and kidney stone more frequent on the 
right than the left side. In most of the cases the 
symptoms had been present for more than a year. 

In the author’s opinion operation is the method of 
choice in all cases showing derangement of the kid- 
ney function. The patients whose cases are reviewed 
averaged only twenty-four days in the hospital, a 
relatively short time. Manipulations for non- 
operative removal of stone, if too often repeated, 
do more harm than good, but in every case at least 
three attempts should be made to remove the stone 
by non-operative procedures before resort is had to 
operation. Louis Gross, M.D. 
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Kretschmer, H. L.: Kidney and Ureteral Stone 
Surgery. California & West. Med., 1924, xxii, 143. 


Renal infections are relatively common in women, 
and stone is not unusual. Kidney stone may occur 
in association with other pathology causing symp- 
toms overshadowing those due to the stone. Kret- 
schmer cites cases in which renal stone was present 
with carcinoma of the colon, prostatic hypertrophy, 
renal tuberculosis, and other conditions. He calls 
attention to the great value of a roentgen-ray 
examination in all cases in which renal stone is 
suspected. Aid is given also by cystoscopy com- 
bined with catheterization of the ureters and the 
use of the shadowgraph catheter. 

The operations of pyelotomy and nephrolithotomy 
and their indications are discussed. As complications 
of nephrotomy are mentioned urinary and suppura- 
tive sinuses. 

Nephrectomy is less frequently done as a primary 
operation today than formerly. Persistent fistula, 
recurrence of stone, persistent infection, or second- 
ary hemorrhage after nephrotomy or pyelotomy 
may necessitate removal of the kidney. 

J. S. E1senstaept, M.D. 


McClellan, R. H.: A Report of Two Carcinomata 
of the Kidney with Origin in Papillomata of 
the Renal Pelvis. J. Urol., 1924, xi, 461. 


In the first case the only outstanding sign was 
hematuria. Roentgenography failed to help in the 
diagnosis. | Cystoscopy showed which side was 
involved but not the nature of the involvement. 
The phthalein output was very slightly subnormal 
although there was total suppression of excretion on 
the involved side and the kidneys were arterio- 
sclerotic. 

At operation most of the neoplasm was found in 
the dilated pelvis. The picture was that of a so-called 
benign papilloma of the pelvis, except for an occa- 
sional mitotic figure in the lining cells and one small 
island-like mass of epithelium in the stroma of one 
papilloma. No definite break in the basement mem- 
brane was demonstrable, but at some point the 
pelvic growth had broken this membrane and invad- 
ed the renal parenchyma diffusely. The metastases 
were extensive. 

In the second case there was a kidney tumor 
mass with pain and hematuria. Roentgenography 
again failed to show the position and type of the kid- 
hey involvement. In spite of considerable kidney 
involvement, the phthalein excretion was normal. 
Operation revealed a polycystic growth with a 
tendcncy toward papilloma formation. Six months 
after the operation there was no recurrence. The 
growth probably originated in the kidney pelvis as a 
so-called benign papilloma. Louis Neuwett, M.D. 


Gayet, G., and Rousset, J.: The Forced Ureter 
(Luretére forcé). J. d’urol. méd. et chir., 1924, xvii, 

Q7- 
By the term “forced ureter” the authors mean 
the ureter which no longer offers any resistance to 


reflux of the contents of the bladder to the kidney 
pelvis; it is the condition which others have designat- 
ed as ‘“‘permanent dilatation of the inferior orifice 
of the ureter.”’ It was described in detail by Legueu 
and Papin in 1914, but because of the war little was 
written about it until within the past few vears. 

Legueu and Papin believed that the dilatation 
might have a congenital origin, but many acquired 
cases have been described. Heitz-Boyer recently 
reported a case due to an old infection. 

Gayet and Rousset report a series of fourteen 
cases. The first two observed were very similar. 
In each of these the condition could be traced back 
to intense cystitis caused by irritating injections into 
the bladder. 

The fact that Gayet and Rousseau found fourteen 
cases in their clinical service within a short period of 
time shows that permanent dilatation of the vesical 
urethral orifice is common. 

In some of the fourteen cases the condition ap- 
peared to be congenital, while in others it was ac- 
quired. Generally there is a history of crises of painful 
cystitis with pollakiuria, sometimes of incontinence, 
and always of spasmodic contractions of the vesicle 
muscle tending to force the ureteral and urethral 
orifices. Injections of caustic substances into the 
bladder may cause the condition and prove its 
mechanical pathogenesis. The dilatation was ob- 
served also in cases of diverticula and lithiasis, 
pyelonephritis, and stricture of the urethra. 

The diagnosis, which is easy, is based upon the 
cystoscopic and cystoradiographic findings and the 
exchange of colored fluids between the bladder and 
kidney. 

In unilateral cases, which are usually congenital, 
the best treatment appears to be nephrectomy if the 
gaping ureter has caused severe kidney infection. 
Nephrostomy is insufficient and leads to fistula. In 
bilateral cases or in unilateral cases in which the 
other kidney is absent or functionally insufficient, 
lavage of the bladder and renal pelvis by simple 
vesical injections is beneficial but is only palliative. 
Such treatment must be given with great care not 
to cause infection. W..A. BRENNAN. 


Smith, C. K.: Lesions of the Ureter, with Special 
Reference to Obstruction and Infection: A 
Factor in the Development of Certain Forms 
of Nephrorathology. Surg., Gynec. & Obst., 1924, 
XXXViii, 509. 


Obstruction of the ureter with subsequent urinary 
stasis and renal infection is due to: (1) stricture of 
the ureter, (2) small caliber of the ureters (congen- 
ital), (3) ureteral kink associated with stricture, (4) 
ureteritis secondary to seminal vesical disease or 
disease of the female adnexa. It is a common cause 
of abdominal or pelvic pain and dysuria, especially 
in women. 

The author discusses the well-known effect of un- 
relieved obstruction, and urges dilatation of the ob- 
structed areas. The latter procedure is a prophylac- 
tic measure and the best means of preventing the 
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development of a surgical condition of the kidney. 
The author’s case reports show the frequency of 
hematuria and dysuria. Stone, urinary tuberculosis, 
and other conditions that may cause obstruction of 
the ureter are not discussed. 

Mavrice MEttzEr, M.D. 


BLADDER, URETHRA, AND PENIS 


Sicard and Forestier: Roentgenography of the 
Urethra with Lipiodol (A propos de la radiographie 
de Vuretre par le lipicdol). Bull. et mém. Soc. méd. d. 
hép. de Par., 1924, 3 S., xl, 316. 


The authors report the work of Legrand on the 
use of lipiodol in roentgenography of the urethra. 
Ten cubic centimeters of iodized oil are injected 
gently with a glass syringe under slight pressure and 
the roentgenogram then made at once. For the 
anteroposterior view the patient is placed in dorsal 
decubitus and the rays are centered below the pubis 
in the median line. The roentgenogram is clear but 
presents a large shadow due to the urethral bulbar 
dilatation. For the lateral view the patient is slightly 
inclined on the left side with the left thigh strongly 
flexed on the pelvis and the right thigh slightly 
hyperextended. The X-ray incidence is oblique, the 
normal ray passing in front of the anterior surface 
of Scarpa’s triangle on the right side. The tube is 
inclined 45 degrees. The entire urethral canal is 
seen clearly. The iodized oil passes easily into the 
bladder. 

The procedure is simple and inoffensive. It is of 
value as a diagnostic measure as it shows the caliber 
of the urethra and the level of the stricture. 

Wa ter C. Burket, M.D. 


GENITAL ORGANS 


Caulk, J. R.: The Value of the Cautery Punch 
Operation for Contracture of the Vesical Neck. 
Boston M. & S. J., 1924, Cxc, 700. 


The author claims that the cautery punch opera- 
tion is as capable of producing a cure as any of the 
open methods and subjects the patient to less surg- 
ical hazard and economic loss. 

Caulk considers all of the lesser obstructions as 
contractures and divides them into those of the bar 
type and those of the collar type. The latter he 
further subdivides into the following types: 

1. Slight annular thickening around the internal 
orifice which prevents flushing of the orifice and 
bladder walls. 

2. Somewhat more pronounced annular thicken- 
ing which frequently forms shallow clefts, particu- 
larly in the upper segment. 

3. Much more pronounced intravesical bulging 
associated with the formation of clefts and lobules. 
This is a borderline condition between major and 
minor surgery which requires the most careful 
cystoscopic differentiation. 

4. Dense scleroses, usually termed “true con- 
tractures’’, the type which has proved difficult to 


overcome and apt to recur. The associated spasticity 
and tension may lead to an error in the diagnosis. 
On rectal and cystoscopic examination many such 
contractions seem to require open surgery. The 
thickening is due chiefly to edema and inflammatory 
infiltration upon the scelerotic background. Under 
drainage, rest, and relief of the tension, the entire 
configuration becomes rapidly transformed. 

Caulk has operated upon a number of patients 
with the different types of orifices who had been 
advised that local treatment would be sufficient or, 
if the obstruction was marked, that open operation 
was the only possible remedy. Two patients operated 
on with the cautery punch came from important 
clinics with suprapubic openings formed preparatory 
to prostatic enucleation. Both were in such a serious 
condition that the second stage had not been carried 
out. 

In the series of 150 cases reviewed a bar obstruc- 
tion was found in 4o per cent, a small collar obstruc- 
tion in 34 per cent, a tightly contracted neck in 15 
per cent, lateral lobule formation in 4 per cent, and 
cancer in 7 per cent. Therefore the obstruction was 
of the collar type in almost 60 per cent. In the last 
few years Caulk has found that 50 per cent of ob- 
structions fall in this class and are amenable to 
minor procedures. 

In the examination the size of the prostate was 
determined by rectal examination and by cysto- 
scopic examination of the orifice. The majority of 
the patients were between 60 and 75 years of age, 
but twenty-three were under 50 years and eight 
were between 80 and go years. All were extremely 
poor surgical risks, and the majority were suffering 
from pyelonephritis and rather severe uramia. 
Caulk is confident that if major surgery had been 
done in these cases the operative mortality would 
have been high. The cautery punch operation was 
followed by no mortality and no reaction. When it 
was completed the patient was allowed to get up 
and dress. A retention catheter was placed when 
there was a large quantity of residual urine requiring 
drainage and when there was marked spasticity 
with retention of urine. 

The cautery punch operation is remarkably pain- 
less. In cases operated upon with the alternating 
current there was no hemorrhage. As a rule there 
was only a slight staining of the urine or a slight 
beginning or terminal bleeding. In the majority of 
the cases this ceased entirely in two days, but a few 
patients had terminal staining for from seven to 
fourteen days, and a few others for as long as four 
weeks. In no case was there extensive sloughing 
after the operation and in no instance was the pro- 
cedure followed by the slightest incontinence. 
Absorption with reaction was rare. In only twelve 
cases was there a rise in the temperature, and in 
eight of these there had been chills and fever from 
pyelonephritis. Epididymitis occurred in 8 per cent 
of the cases, but was acute in only two instances. 

In 662% per cent of the cases the operation was 
followed by improvement in the urinary stream 
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within a week and in the remainder in from two to 
eight weeks. However, several of the patients with 
the best results had considerable difficulty in urina- 
tion, frequency, and irritation for as long as seven 
or eight weeks. No instrumentation of the urethra 
was done for five weeks after the operation. The 
average patient was given urinary antiseptics, 
watched carefully, and told to drink water freely. 
In cases of irritability the usual sedatives and heat 
were employed. If the urine was dirty and the 
irritability pronounced, a mild injection of argyrol 
or collene was given through the urethra with a 
urethral syringe. 

In the cases of bar obstruction, the average fre- 
quency of urination at night was four before opera- 
tion and one after operation. Before the operation 
all but twelve of the patients were obliged to get up 
at night. Since the operation 55 per cent have not 
been obliged to urinate at night whereas before the 
operation their average frequency was three. 

In the cases of collar obstructions and those with 
lobules the average frequency of urination at night 
was four before operation and one after operation. 
Sixty per cent of the patients were entirely cured of 
night urination. 

In the cases of severe contractures the frequency 
of night urination was six before operation and one 
after operation. Before the operation all of the 
patients were obliged to get up at night, whereas 
alter operation 40 per cent were entirely cured. 
There were two recurrences, one within six months 
and the other within a year. About 70 per cent of 
the patients have remained entirely free of symptoms 
for from one to four years. 

The residual urine before and after operation was 
as follows. Bar obstructions: before, 4 0z., after, 1% oz. 
Collar obstructions: before, 11 oz., after, 4% oz. 
Eighty-eight per cent of these two types of cases 
were entirely cured. Contractures: before, 5 0z., 
after, less than % oz. In 28 per cent of these cases 
there was no residual urine before operation. Of 
those with residual urine before operation, 80 per 
cent were entirely cured. 

_ In conclusion the author states that because of 
its simplicity and its freedom from serious complica- 


tions, the cautery punch operation should occupy a 
more important place in urology, and that if urol- 
ogists would study the various types of vesical 
orifices more carefully and would use the technique 
described they would be gratified with the results 
and the general mortality of prostatic surgery 
would be greatly reduced. Louis Gross, M.D. 


MISCELLANEOUS 


Spitzer, W. M., and Hillkowitz, P.: The Cause of 
Stone in the Urinary Tract. J. Urol., 1924, xi, 
327- 

The urates, phosphates, carbonates, and oxalates 
in the urine are in a saturated solution and are kept 
in solution by the colloids. This colloid state is un- 
stable. There is always a tendency for the solids to 
fall out of suspension. Other colloids of an opposite 
electric charge will produce this result. With the 
removal of the protective colloids, the urine becomes 
supersaturated and precipitation results. 

The presence of an organic binder in stone is well 
known; it consists essentially of irreversible colloids 
that have been thrown out of suspension and con- 
situte a framework on which the inorganic crystal- 
line structure is built up. The chief characteristics 
of urinary stones are firmness and concentric stratifi- 
cation with frequently a radial arrangement of the 
crystals. The crystals usually differ from those 
found in pure aqueous solution in that they are 
formed in a colloid medium. Some albumins, espe- 
cially fibrin, when thrown out of colloidal suspension, 
show marked stratification. 

The urine, containing normally a number of 
colloids delicately balanced to maintain the solu- 
bility of the colloids, may be thrown out of sus- 
pension by any pathological process—a metabolic 
disturbance or a change in the urinary passages. Any 
colloid, thrown out of suspension may be the starting 
point of astone. Offering a relatively large surface, 
it may, by the faculty of adsorption, favor incrusta- 
tion of crystals. In brief, any heterogeneous sub- 
stance, any foreign particle, even an air bubble, in a 
supersaturated solution may serve as a nucleus of 
stone formation. Louis NEuwELT, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Sullivan, W. E., Geist, F. D., and Mueller, G. G.: 
The Epiphyses of the Bones of the Extremities 
at Puberty. J. Bone & Joint Surg., 1924, vi, 239. 


The authors’ study was made on the cadavers of 
three children from 12 to 13 years of age. Their 
report is divided into six parts dealing respectively 
with: (1) the general characteristics of the epiphyses, 
(2) the vascularization of the epiphyses, (3) the 
epiphyses as criteria of age, (4) multiple ossification 
centers, (5) the relation of the epiphyses to the joints, 
and (6) a description of the illustrative plates. 

In agreement with Parsons, the epiphyses are 
divided into three groups: 

1. Those appearing at the articular ends of long 
bones and called “pressure epiphyses”’ because they 
transmit the weight of the body from bone to bone. 

2. Those which form knob-like processes or caps 
over knobs where important muscles are attached, 
e.g., the tubercles of the humerus, the olecranon, the 
trochanters of the femur, and the tibial tuberosity. 
These are called ‘‘traction epiphyses.”’ 

3. Epiphyses which represent parts of the skeleton 
which at one time were of functional importance but, 
losing their function, became fused with the neigh- 
boring bones and appear as separate ossifications 
only in early life. These are called “‘atavistic epi- 
physes.”” Examples are the region of the symphysis 
pubis and the tuberosity of the ischium which repre- 
sent the epipubis of amphibians and reptiles and the 
hypischium of reptiles. 

Ossification begins in the center of the cartilage 
and appears first at the larger end of the bone in the 
larger cartilaginous mass. 

Because of the similarity of the traction epiphyses 
to sesamoid bones and because of the occurrence of 
atavistic epiphyses, it seems probable that all of the 
epiphyses were at one time independent skeletal 
elements. 

With regard to vascularization the authors state 
that it is not clear whether the epiphyses receive 
their blood through an extension of the vessels from 
the shaft or through an independent group of ves- 
sels. Pathological data support both views. 

Practically all textbooks give the time of the 
appearance and fusion of the epiphyses. Unpub- 
lished work by Hannon and Beffel of the University 
of Wisconsin suggests that a correlation of ossifica- 
tion with sex, stature, and weight will indicate age. 

In many instances more than one center of ossifi- 
cation is found. The best example is the region of 
the acetabulum. The suggestion is made that epi- 
physeal centers are at first multiple and the number 
is progressively decreased by fusion. 


With regard to the relations of the epiphyses to 
the joint cavities the line of reflection of the synovial 
membrane has been used as the criterion. Each 
joint is described with reference to the epiphyseal or 
diaphyseal reflection of the synovial membrane. 

Daniev H. Levintuar, M.D. 


Klinkerfuss, G. H.: A Study of the Growing Power 
of Periosteal Callus Transplanted to Costal 
Cartilages. Surg.,Gynec. & Obst., 1924, xxxviii, 625 


The author compares the growing power of auto- 
transplants of periosteal callus and solid bone grafted 
to the costal cartilages. Since, at a certain stage, 
periosteal callus is composed of rapidly proliferating 
osteoblasts on a highly vascularized stroma, it was 
thought that this tissue would generate bone much 
more rapidly than solid bone which must first be 
brought to the stage of active growth after trans- 
plantation. Periosteal callus was chosen also be- 
cause solid bone transplants are usually absorbed 
and replaced by new bone formed by actively grow- 
ing osteoblasts of the periosteal layer, haversian 
canals, and endosteum. 

The costal cartilage was chosen as the most suit- 
able bed for the graft for the following reasons: 

1. As pointed out by Berg and Thalhimer, it 
offers all of the conditions most favorable for bone 
growth, viz., stress, strain, function, and a medium 
which, except for the blood supply, is identical with 
that in which embryonic development of bone 
occurs. 

2. The results could be judged more accurately 
than if the transplant were made to another bone 
because, in the cartilage, all new bone formed would 
probably come from the transplant. 

The animals used were large, brown, Belgian 
rabbits in the period of active growth. 

From these experiments the author draws the 
following conclusions: 

1. Callus grafts grow after transplantation. 

2. Solid bone grafts usually die and become 
absorbed, being replaced by new bone tissue result- 
ing from the proliferation of osteoblasts of the peri- 
osteum, endosteum, and haversian canals. 

3. Callus grafts form new bone more rapidly and 
in greater amount than solid bone transplants. 

4. Callus grafts persist as long as solid bone 
grafts and become quiescent at about the same time. 

F. WaLter Carrutuers, M.D. 


Brooks, B., and Lehman, E. P.: The Bone Changes 
in Recklinghausen’s Neurofibromatosis. 
Gynec. & Obst., 1924, xxxviii, 587. 


Recklinghausen’s neurofibromatosis is character 
ized by multiple pedunculated soft tumors distrib- 
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uted over the entire body with areas of pigmentation. 
The tumors may be distributed in the skin along the 
distribution of a cutaneous nerve or along a nerve 
trunk itself. Associated with this disease there may 
be changes in the bones. Stahnke has pointed out 
that the condition has the character of a congenital 
anomaly in the broadest sense. The bone changes 
include (1) scoliosis, (2) abnormalities of growth, 
and (3) irregularity of outline of the shafts of the 
long bones, including changes which, in the X-ray 
picture, suggest subperiosteal bone cysts. Scoliosis 
is present in practically every case. Excessive 
growth in length of the long bones is also noted. 

According to the authors’ experience and accord- 
ing to the reports in the literature, there is no other 
condition with spontaneous excessive growth in 
length of a single long bone. This growth is usually 
associated with congenital elephantiasis. Irregularity 
in the outline of bones varies from very slight irregu- 
larity of the periosteal and cortical structure of the 
bone to large tumors projecting from the surface 
or embedded as cyst-like cavities in the structure of 
the bone. 

The X-ray appearance of these tumors is that of 
a bone cyst. According to the authors, all of these 
bone changes can be explained on the basis of in- 
volvement of the bone by the growth of the tumor 
tissue which is characteristic of Recklinghausen’s 
disease. With the development of the neurofibroma 
of a nerve in the periosteum, a certain amount of 
reaction is set up which is followed by bone destruc- 
tion and regeneration. The amount of cystic forma- 
tion or bone destruction depends upon the amount 
of tumor growth. The process may be compared to 
an osteomyelitis. If the infection destroys the epi- 
physeal cartilage the bone is abnormally short. In 
the authors’ opinion, the scoliosis so generally 
associated with the disease is explained chiefly by 
the close association between the vertebre and the 
peripheral nerves. It may be due in part also to 
the asymmetrical growth disturbances in the lower 
extremities. 

_In conclusion the authors state that the recog- 
nition of the described changes in the bones is 
of diagnostic importance, particularly in cases in 
which the complete clinical picture heretofore con- 
sidered classical is not developed. 

F. WALTER CARRUTHERS, M.D. 


Thomson, J. E. M.: A Case of Kuemmel’s Disease. 
Nebraska State M. J., 1924, ix, 178. 


The author briefly reviews the literature on Kum- 
mel’s disease and reports a case of his own. The 
condition is often confused with compression fra- ture 
of the vertebral body. Thomson stresse the fact 
that Kuemmel’s disease comes on after a latent period 
during which there are no symptoms referable to the 

ack. The symptoms are due to the partial collapse 
of the affected vertebra caused by a rarefying osteitis 
due to injury. 
‘he cas reported was that of a young farmer. 
The symptoms were first noted six months after the 


injury. The treatment consisted in Hibb’s fusion of 
the affected segment of the spine. A good result was 
obtained. BEvERIDGE H. Moore, M.D. 


Lane, J. E.: Syphilitic Bursitis. J. Am. M. Ass., 
1924, Ixxxii, 852. 

The author reports two cases of syphilitic 
bursitis. 

CasE 1. The patient was a woman 50 years of 
age who was admitted to the hospital March 7, 1921, 
for swelling of knees. Her husband had had syphilis 
for seven years and during the last four years 
she had had ulcerations on the throat, arms, and 
legs. Physical examination revealed many signs of 
syphilis. Each knee presented a tumor over the 
patella. One tumor was the size of a lemon, and the 
other larger and adherent to the patella. Wasser- 
mann tests of the blood and spinal fluid were posi- 
tive. On March 12, 1921, the skin over the left knee 
tumor began to slough off, disclosing the contents 
of the prepatellar bursa. Arsphenamine treatment 
caused slow improvement. Surgical excision of both 
burs was done April 9, 1921. The wound in the 
right knee healed by first intention but that in the 
left knee required packing. 

CasE 2. The patient was a man 4o years of age 
with ulcerations around the right elbow. Two years 
before he was seen by the author this elbow was 
injured by a blow. A swelling appeared in a few 
days, grew rapidly to half the size of an egg, and in 
a few weeks began to discharge pus. Subsequently 
a number of ulcerations appeared about the elbow. 
Some of them healed entirely, but others healed 
only partially. Examination showed an irregular 
area on the right forearm, 2 in. wide and extending 
4 in. from the olecranon, which was covered with 
scars and numerous unhealed and partially healed 
ulcerations. Along the forearm were three sub- 
cutaneous nodules, the size of walnuts, which were 
hard and not tender. The Wassermann test was 
four plus. A diagnosis of gummatous syphilitic 
olecranon bursitis and multiple syphilitic gummata 
was made. Antisyphilis treatment caused imme- 
diate improvement. The lesions were healed in 
eight weeks. 

The author states that only thirty-four similar 
cases have been reported but that the condition is 
probably more common than this would indicate. 
The usual course and delayed diagnosis is illustrated 
by his two cases. Frank G. Murpuy, M.D. 


Willis, T. A.: The Age Factor in Hypertrophic 
Arthritis. J. Bone & Joint Surg., 1924, vi, 316. 


To determine the relationship to age of hyper- 
trophic arthritis in the lumbar spine, Willis examined 
625 spinal columns in a museum. The classification 
employed was that of Swaim. 

Between the thirty-fifth and fortieth years of age 
a definite change occurs in the body. This is greatest 
in heavy persons and least in slender persons. 
From the fortieth year onward the process increases 
steadily. After the forty-fifth year hypertrophic 
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bone changes are to be found in practically every 
person and progress regularly. Other causes besides 
age are mechanical irritation from faulty posture, 
developmental or traumatic defects, irritation due 
to chronic infection, and the absorption of toxins. 
The treatment must be directed toward the removal 
of such causes. Rupotpu S. Rercu, M.D. 


Forni, G.: Arthritis Deformans: A Clinical and 
Anatomopathological Study of Fourteen Cases 
(Dell’artrite deformante: studio clinico e anatomo- 
patologico di quattordici casi). Chir. d. organi di 
movimento, 1923, Vili, 67. 

Arthritis deformans is insidious in its onset and 
progresses slowly with periods of arrest. It may 
occur at any age but is most common in middle life. 
It does not cause constitutional symptoms and has 
no relation to sex. Usually it is monarticular; in 
most cases it localizes in a joint in the lower limb, 
most frequently the hip or a metatarsal joint. There 
is generally some antecedent factor such as con- 
genital luxation, an inflammatory process, or an 
injury. 

The symptoms resemble those of any chronic ar- 
thritis but the condition can be differentiated by 
careful evaluation of the symptoms, signs, and X-ray 
and anatomical findings. In the differential diag- 
nosis, chronic articular rheumatism, gouty arthri- 
tis, and arthropathy of nervous origin (tabes and 
syringomyelia) must be considered. The articular 
changes are best determined with the aid of the 
X-ray. 

There is always pain of varying intensity. This 
develops gradually with periods of remission; occurs 
during walking, work, or rest in bed; and is fre- 
quently preceded by slight claudication or fatigue 
and weakness in movement. Function is limited by 
a greater or less degree by muscular rigidity. At 
first, prolonged rest increases, and brief exercise 
decreases, the limitation and lessens the pain. With 
the progress of the disease, increasing pain and 
limitation finally prevent all active and passive 
movements and necessitate complete immobiliza- 
tion. 

In hip cases, abduction is abolished or greatly 
limited. Internal and external rotation and circum- 
duction are hindered most frequently, but extension 
and flexion may also be affected. The joint deform- 
ity simulates ankylosis and is more obvious when 
there is luxation of the head. The joint is enlarged 
but not spindle-shaped. There are signs of joint 
effusion. The limb on the diseased side is from 2 to 
3 cm. short. The thigh and hip show moderate 
muscular atrophy. Joint crepitus is palpable during 
active and passive movement. There are no local 
signs of acute inflammation. 

At first subjective symptoms such as pain, claudi- 
cation, and limitation of function predominate; 
later, objective signs such as crepitus, atrophy, and 
joint deformity become evident. 

The entire joint is involved. In the hip the femoral 
head is enlarged, flattened, and partially or totally 


luxated, perhaps into a new acetabular cavity on the 
ilium. The deformed acetabulum is filled with dense 
fibrous tissue. The head and acetabulum show mar- 
ginal osteocartilaginous proliferation. The angle of 
the femoral head and neck becomes more obtuse. 
The articular cartilage, which is largely destroyed, 
shows hyaline degeneration, lacunar absorption, and 
substitution by vascularized fibrous tissue which 
penetrates the deeper layers. The cartilage has fis- 
sures and islands of bone. 

The predominant and characteristic lesion of 
arthritis deformans is dissociation of the bone and 
cartilage. The osteocartilaginous line is narrow and 
saw-toothed and more irregular where the vessels 
are more numerous. The spongiosa bleeds and is 
rarefied and friable; its spaces may open directly 
into the joint. The blood vessels are sclerosed. The 
epiphyseal cap separates easily. The synovia is 
villous, fibrous, and thickened. The capsule is 
greatly thickened and inspissated and often exten- 
sively adherent. 

The results of treatment are best at the onset of 
the condition and in young persons. Medica! 
treatment—cold applications, massage of the joint 
and muscle, regulation of the diet, etc.—is only 
palliative. Surgical treatment by resection offers the 
best outcome and is indicated when the disease does 
not improve under conservative treatment, i.e., 
when pain is undiminished, walking is impossible, 
and movement is painful. In hip cases the femoral 
head and diseased synovia are removed, the rounded 
stump of the neck is fitted into the cleaned-out ace- 
tabular cavity, and fascia or muscle are interposed 
between the stump and the acetabular cavity to 
facilitate movement. The angle of the femoral neck 
may be corrected by a subsequent subtrochanteric 
osteotomy. 

The author reports ten hip cases and four cases in 
which the metatarsophalangeal joints were involved. 
In five of the hip cases the condition was associated 
with congenital luxation, in two with chronic 
rheumatism, in two with infection, and in one with 
trauma. In the cases of arthritis deformans of the 
metatarsophalangeal joints the condition was asso- 
ciated with hallux valgus in two and with articu- 
lar enlargement, deformity, and exostosis in two. 
Resection of the metatarsal head in the first metatar- 
sophalangeal joint and resection of the femoral head 
in the hip joint gave good operative and functional 
results. 

Authorities disagree regarding the etiology and 
pathogenesis of the condition. The older theories 
ascribed it to: (1) trauma, (2) inflammatory disease. 
and (3) vascular disease. According to the more 
recent hypotheses it is due to: (1) primary cartilag- 
inous necrosis (Axhausen) or (2) altered function 
(Pommer). In the author’s opinion no one of these 
factors is sufficient. In cases with no apparent cause 
in the history or findings of examination it is logica 
to assume that the primary condition was some 
congenital change in the joint. 

Watter C. Burkert, M.D. 
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Phemister, D. B.: The Causes of and Changes in 
Loose Bodies Arising from the Articular Sur- 
face of the Joint. J. Bone & Joint Surg., 1924, vi, 
278. 

According to one theory, the formation of loose 
bodies in the joints is due to the impaction of oppos- 
ing articular surfaces with flexion and rotation. 
Barth stated that small pieces of bone may be 
chipped off by the pull of ligaments on their points 
of insertion. According to Kappis, the fracture of 
articular cartilage may be painless because of the 
lack of nervesupply. Freibergand Roesnerclaim that 
many loose bodies in the knee joint are due to injury 
of the spine of the tibia. Buchner and Rieger, on 
the other hand, believe that portions of bone and 
cartilage cannot become detached by trauma to 
form loose bodies. Axhausen attributes loose bodies 
in the joints to sequestration following injury to the 
blood supply of the joint. In Ludloff’s opinion, 
loose bodies in the knee are formed from the lateral 
surface of the mesial condyle as. the result of injury 
to the arteria genu media which leads to necrosis of 
the area supplied by this vessel. 

In experiments on dogs Phemister caused necrosis 
of the joint surfaces by means of radium, but found 
that this condition was not followed by sequestration. 

Buchner and Rieger attribute loose bodies to fat 
embolism in the vessels supplying the affected region. 
In a specimen of an intra-articular portion of the 
distal end of the second metatarsal bone Axhausen 
recently found a low-grade bacterial embolism of the 
artery supplying the area involved. 

According to Fromme, loose bodies are detached 
by the development of the zone of transformation at 
the points of greatest stress. This occurs in nutri- 
tional disturbances such as late rickets and osteo- 
malacia. There is gradual destruction of disks of 
bone with replacement by a partially regenerated 
fbrocartilaginous layer. 

In cases of loose bodies in the joint with arthritis, 
both conditions are probably due to the same disease 
process. Early removal of the foreign body results 
in restoration of the joint. If the foreign body is not 
removed, it causes irritation of the joint surface 
which may result in arthritis deformans. 

Loose bodies may become permanently re-attached 
or undergo transformation and remain free in the 
joint. The bony portion undergoes necrosis, but the 
cells of the fibrocartilage receive sufficient nutrition 
from the synovial fluid to proliferate so that the 
loose body gradually increases in size. 

Phemister concludes that no entirely satisfactory 
explanation for the formation of loose bodies in 
Joints has yet been offered. 

Rupotpu S. Reicu, M.D. 


Jones, H. T.: Loose Body Formation in Synovial 
Osteochondromatosis, with Special Reference 
to the Etiology and Pathology. J. Bone & Joint 
Surg., 1924, vi, 407. 


The formation of synovial osteochondromata is a 
tare pathological process found in various joints, 
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burs, and tendon sheaths. The term “osteochon- 
dromatosis’’ is limited to synovial osteochondromata 
unassociated with frank osteo-arthritis or synovitis. 
For some undiscovered reason, the synovial mem- 
brane in cases of osteochondromatosis forms bodies 
which contain either cartilage or bone, or both. At 
first these bodies are attached to the synovial mem- 
brane by pedicles, but the pedicles break easily and 
allow them to wander about. Whether the bodies 
are nourished by the synovial fluid and increase in 
size after their detachment has not been conclusively 
established. They are best considered benign neo- 
plasms, since absence of metastasis is an outstanding 
feature. The process is peculiar in that the bodies 
are formed from the synovial membrane instead of 
from the articular surface as in osteochondritis dis- 
secans, and at times in osteo-arthritis. The bodies 
formed in synovial osteochondromatosis are com- 
posed of organized tissues, and are distinct from 
those composed of unorganized tissues, which are 
termed “corpora oryzordea” or “‘rice bodies.” 

In the series of nineteen cases reviewed, two which 
could not be diagnosed definitely as osteochondro- 
matosis were designated as “probably osteochon- 
dromatosis.” 

It is concluded that the bodies originate in the 
stratum synoviale of the synovial membrane. The 
determination of the portion of the surface of the 
synovial membrane which seems most prone to pro- 
duce bodies is of interest. Special proliferation has 
often been noted in the region where the joint capsule 
joins the periosteum. It is a question whether the 
origin is from bone or from cartilage. Material 
studied indicates that the bodies may start either 
as osteomata or as chondromata 

After the bodies enlarge, they first become pe- 
dunculated and become detached to form loose 
bodies. They develop slowly, tend to remain local- 
ized, and grow by expansion rather than by infiltra- 
tion. In the consideration of the growth before de- 
tachment, the cartilage was first studied. It was 
found to be pure hyalin, fibrous or calcified or a 
combination of these forms. Most of the cartilage 
in these attached bodies was well preserved, but in 
the interior of some of the large masses evidence of 
retrogressive tissue changes was found. The notice- 
ably lobulated forms often occurring in these bodies 
of cartilage may be explained either by the sending 
off of buds by the growing cartilage or by the fusion 
of isolated knots of cells in the synovial membrane 
into a single mass by stretching and crowding out 
of the connective tissue between the lobules. 

The study of the growth of bone in the attached 
bodies revealed evidence that bone is developed 
directly from the connective tissue by the membrane 
method, and also as endochondral bone by preforma- 
tion in cartilage. With regard to nutrition, it was 
found that when there was vital proliferating bone, 
there was also a blood supply, but that when there 
were retrogressive tissue changes the blood supply 
had been cut off. Osteoblasts occur only where 
there is a blood supply. 
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Next in order in the study of the growth of the 
bone was a consideration of the structures found. 
One very typical and common structure was the 
fibro-osteocartilaginous shell filled with fat and spurs 
of bone which bore a striking resemblance to a cross- 
section of a normal bone with its fatty marrow. 

Attention is directed to the conditions present and 
the changes that take place in the bodies after de- 
tachment. Evidence of cartilaginous growth after 
detachment is not conclusive. The finding of well- 
preserved cartilage at the surface of a loose body 
does not prove that the cartilage is proliferating. 
Numerous free bodies are found with marked retro- 
gressive tissue changes even at the surface. On the 
other hand, the small bodies usually show evidences 
of pedicles or are definitely attached, while the 
larger bodies are generally detached. The bone in 
the detached bodies is always necrotic. Hence, it is 
possible that cartilage proliferates when free in the 
synovial fluid. Growing bone demands a blood sup- 
ply. The possibility of re-attachment of a body 
after detachment is mentioned. 

The theory attributing the condition to infection 
has very little support either in the literature or in 
the findings in the cases studied. It is concluded that 
infection does not play an indispensable part. The 
theory attributing the condition to trauma has very 
little support in the German literature, but has been 
considered more important in the English and 
American literature. In eight of the nineteen cases 
studied by the author, trauma was a prominent 
item in the history. The opinions expressed in the 
literature, the preponderance of males in the series 
of patients studied, and the prominence of trauma 
in the histories make it seem reasonable to attribute 
considerable importance to trauma in the etiology 
of this condition. 

According to the embryological theory advanced 
by Lexer, this chondroma, like all others, originates 
from scattered embryological rests which have arisen 
as the result of a fault in the mesenchymal differen- 
tiation in the formation of the joint. In the embryo, 
before a joint is formed, the cartilage which develops 
into bone is separated by undifferentiated mesothe- 
lium. Some of these cells undergo mucoid degenera- 
tion and form a joint cavity, others become spindle 
shaped and form articular cartilage, and those at the 
sides of the cavity form synovial membrane. With- 
out doubt, the bursal sacs, which are often connected 
with the joints, are closely related to the joints devel- 
opmentally. As we do not know why one mesen- 
chymal cell forms a mucoid fluid while another forms 
cartilage and another synovial membrane, it is im- 
possible to determine exactly how abnormal forces 
can cause cartilage to develop in the synovial mem- 
brane. However, the theory is logical. It does not 
contradict any of the other logical theories, and the 
consideration of the tissues in their developmental 
stages helps us to approach the problem. 

The discussion of the problem from the develop- 
mental standpoint leads directly to the neoplastic 
theory which is supported in the literature. Various 


other tumors of the synovial membrane have been 
reported, such as fibromata, lipomata, and angio- 
mata. Several cases of malignant tumors of the 
synovial membrane have been reported but in the 
series of cases studied by the author it was not 
definitely proved that the growths were primary in 
the synovial membrane. The occurrence of other 
tumors of the synovial membrane helps in placing 
the synovial osteochondromata. Admitting the 
limitations of the post hoc, ergo propter hoc argument, 
the neoplastic theory still has support in the re- 
lationship between trauma and the development of 
synovial osteochondromatosis, the occurrence of 
various stages of tissue differentiation, and the at- 
tempt to reproduce certain normal structures. 

Before giving his conclusion, the author defines a 
benign neoplasm as a neoplasm characterized by an 
expansive rather than an infiltrating growth, by slow 
growth, by the absence of mitotic figures, by en- 
capsulation, by its failure to metastasize, by non- 
recurrence after complete removal, by its composi- 
tion of well-differentiated cells, and by its failure 
to induce cachexia. Synovial osteochondromatosis 
he believes is therefore to be classified as a benign 
neoplasm. 


MacKinnon, A. P.: Progressive Myositis Ossificans: 
A Report of a Case and a Review of the Litera- 
ture. J. Bone & Joint Surg., 1924, vi, 336. 


MacKinnon reports a case of progressive myositis 
ossificans in a farmer 19 years of age who complained 
of muscle stiffness which began in his arms, shoul- 
ders, and back when he was 15 years of age. Within 
a period of four years he had become practically dis- 
abled as both knees and the right hip had become 
fixed. Across the back. and on the shoulder, the left 
arm, both thighs, and the legs large ridges of bone 
could be seen and felt. There was bilateral micro- 
dactylia of the great toes caused by fusion of both 
phalanges. Metabolism and blood studies were 
negative. 

MacKinnon reviews 132 cases reported in the 
literature and draws the following conclusions: 

The disease develops in the first two decades o/ 
life and more frequently in males than in females. 
Heredity is not an important factor. Many cases 
show microdactylia of one or more digits. The new 
bone has the characteristics of bone in normal situa- 
tions. To date, treatment has been unsuccessful. 

CuesTeR C. ScHNEIDER, M.D. 


George, 4. W., and Leonard, R. D.: Fundamental 
Fact. Relative to the Study of the Vertebr2 in 
Industrial Accident Cases. Radiology, 1024. "- 
197. 

The authors have made a study of vertebral con- 
ditions attributed to industrial accidents. As 4 
normal standard must be obtained before variations 
from the normal can be determined, they attempted 
to establish the normal by making tracings of 10° 
roentgenograms with little variation. The average 
of these was accepted as the normal. 
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Among the common congenital anomalies is a bifid 
spinous process of the fifth lumbar vertebra. In the 
authors’ opinion this does not cause clinical symp- 
toms and cannot be regarded as the result of accident. 
Sacralization of the transverse process is also com- 
mon, but does not cause symptoms independently. 

Changes in the spine due to age, the type of 
occupation, and posture were studied. These occur 
gradually and are never attributable to any single 
injury. 

Changes due to injury are compression fractures 
of the vertebral bodies. These never cause complete 
obliteration of the intervertebral spaces. The space 
may show narrowing, but does not completely dis- 
appear. The authors have never seen a fracture of 
the body of the fifth lumbar vertebra. Kuemmell’s 
disease, which is supposed to represent the end- 
result of injury, is attributed by the authors to 
disease rather than to injury. 

It is doubtful also whether spondylolisthesis can 
be produced by injury. Sacro-iliac dislocation, a 
very rare true dislocation, is caused only by extreme 
violence, never by lifting. 

Hypertrophic arthritic changes, which are com- 
mon, cannot be regarded as due to a single accident. 
The type of occupation may be an etiological factor. 
The changes are the development of years. 

Syphilis occasionally causes a Charcot picture in 
the vertebra. The changes must not be confused 
with those due to injury. 

BeEVERIDGE H. Moore, M.D. 


Sorrel, Sorrel-Dejerine, and Couturier: Sub- 
occipital Pott’s Disease; Death from Menin- 
gitis (Mal de Pott sous-occipital; mort par mé- 
ningite). Bull. et mém. Soc. anat. de Par., 1924, xciv, 
82. 

Sorrel, Evrard, and Sorrel-Dejerine: Suboccipital 
Pott’s Disease; Sudden Death (Mal de Pott 
sous-occipital; mort subite). Bull. et mém. Soc. 
anat. de Par., 1924, xciv, 86. 


The first case reported was that of a girl 10 years 
of age who entered the hospital for the treatment of 
cervical adenitis. Large irregular masses in the 
neck were partially softened on the right side and 
fistulized on the left. There was a history of sub- 
occipital pain and fever for six months. The head, 
held stiffly, was supported on the hands, and flexion 
extension, and inclination were greatly limited. The 
voice, respiration, swallowing, and reflexes were 
normal. No retropharyngeal abscess could be pal- 
pated. The second cervical spinous process projected 
prominently. The skin test for tuberculosis was 
positive, but the serum test was negative. The X-ray 
showed sinking of the upper two cervical vertebre; 
the atlas had collapsed on the axis and the odontoid 
process had ascended above the atlas. 

_ The patient was placed on a gutter bed in exten- 
sion, but her general condition steadily became worse 
A retropharyngeal abscess developed and subsided 
to a small mass without incision. Aspiration of a 
large fluctuating submastoid swelling evacuated a 


thick grumous greenish material which produced 
tuberculosis in a guinea pig. Ultimately there was 
total deafness with persistent headache and the 
appearance of Kernig’s sign. Five months after a 
diagnosis of suboccipital Pott’s disease was made 
the child died in coma from meningitis. 

Autopsy revealed meningitis of the cerebral con- 
vexity, sinking of the two cervical posterior arches, 
and two abscesses which arose from the occipito- 
atloid articulations. The abscesses had herniated 
symmetrically between the occiput and the atloid 
arch and had spread out behind the spinous proc- 
esses forward to the mastoid, in front of the 
occiput to the fourth cervical vertebra, and within 
the spinal canal to the third cervical vertebra. The 
occiput anterior to the foramen magnum, the occi- 
pito-atloid articulation, and the upper surface of the 
anterior atloid arch were denuded, eroded, and 
covered with fungosities. The odontoid, dislocated 
from the atlas, had ascended to the anterior edge of 
the occipital foramen and caused slight narrowing. 
The intact spinal dura mater was extremely thick, 
covered with fungosities, and bathed in pus. - The 
thoracic and abdominal viscera were normal. 

The second case reported was that of a boy of 13 
years who had had suboccipital pain and limitation 
of the movements of the head since he was 4 months 
old. A plaster jacket had been worn for one month. 
The head was held stiffly inclined to the left by con- 
traction of the sternocleidomastoid muscle. Rota- 
tion to the left was impossible and rotation to the 
right was markedly limited. Flexion and extension 
were also restricted. The skin and serum tests for 
tuberculosis were positive. The X-ray showed the 
posterior axis arch directed obliquely upward against 
the occiput. The posterior atloid arch was invisible 
the atlas and axis were telescoped, the axis being in- 
clined laterally and the head and axis forward. The 
posterior pharyngeal wall was lifted away from the 
upper cervical column. This finding suggested ab- 
scess, but none was palpable. The reflexes were 
normal. 

The child was placed in a plaster jacket in exten- 
sion in bed in the open air by the sea, but steadily 
declined. Death occurred suddenly without sound 
or cyanosis, and with only a slight convulsive move- 
ment of the limbs. 

Autopsy revealed no visceral lesion. The head 
and atlas were displaced forward, sunken, and 
rotated on the axis. The left atloid arch was 
pinched between the axis and the occiput by inclina- 
tion of the head. The posterior axis arch almost 
touched the occiput. There were two abscesses. 
One was between the occiput and the atlas, and the 
other on the anterior surface of the first four cervical 
vertebre. The base of the odontoid and axis were 
ulcerated. The odontoid, with its atloid articulation 
destroyed, abutted against the occiput and was bent 
abruptly inward at the base. Because of this bending 
it projected into the spinal canal at the second cer- 
vical vertebra at a point already narrowed by the 
forward luxation of the atlas on the axis. It is 
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probable that this produced sudden cervical com- 
pression above the level of the phrenic nerve roots 
with paralysis of the diaphragm and intercostals 
that caused death. Gauthier reported a sudden 
death from cervical cord compression at a lower level. 

The authors believe that this is the first reported 
case of pressure from a bent odontoid process. This 
could occur only in childhood when the odontoid 
has not yet been united to the axis. Union begins 
between the fourth and sixth years of age and is not 
complete until much later. 

The case is of interest because sudden death in 
suboccipital Pott’s disease is rare; the patient had 
been in bed in the plaster jacket in extension in an 
apparently correct position for fifteen months; a 
lateral X-ray examination showed a retropharyngeal 
abscess; and considerable luxation of the atlas on the 
axis did not produce signs of medullary compression. 

Wa tter C. Burket, M.D. 


Brooks, B.: Diseases of the Blood Vascular System 
of the Extremities. J. Bone & Joint Surg., 1924, 
vi, 326. 

In one series of experiments on dogs the author 
studied the effects of ligation of the primary arteries 
of the extremities. Ligation of the iliac and hypo- 
gastric arteries resulted only in fatigue. After a 
short period of weight-bearing the extremities be- 
came useless, but after a rest they recovered and 
gradually improved until they were again normal. 
Examination of the muscles showed only ischemia. 
In other animals in which there was less collateral 
circulation, ligation of the iliac and hypogastric 
arteries resulted in necrosis of the skin and muscles 
with a sharp line of demarcation between the para- 
lyzed and the unparalyzed muscles. From these 
findings Brooks concludes that Volkmann’s ischemic 
paralysis is not due to permanent arterial obstruction. 

In a second series of experiments the effect of 
temporary arterial obstruction was studied. The 
effects of temporary occlusion of the arteries of the 
extremity differed from those of permanent obstruc- 
tion in that the necrosis of tissue was more extensive 
in the muscles. The muscles showed many small 
areas of necrosis replaced by fibrous tissue. 

A third series of experiments was carried out to 
determine the effect of altered circulation in a 
single muscle. The dog’s rectus femoris was freed 
and ligated at its origin and insertion. Ligation 
of the artery usually caused no anatomical or phys- 
iological change, but in a few instances the muscle 
became necrotic and completely absorbed. The 
same result followed ligation of both the artery 
and the vein but the latter caused complete necrosis 
of the muscle more frequently. Obstruction of the 
vein alone resulted in swelling of the muscle and 
extensive infiltration with blood and polymorphonu- 
clear leucocytes. The muscle showed acute inflam- 
mation followed by fibrosis. 


A fourth series of experiments was carried out to 
determine the frequency of gangrene following ob- 
struction of the primary arteries alone and following 
obstruction of the primary artery and vein of an 
extremity. Obstruction of the iliac and hypogastric 
arteries of twenty rabbits resulted in gangrene of 
the extremity in fifteen. Of eighteen experiments in 
which the iliac and hypogastric arteries were ob- 
structed with the common iliac vein, six resulted in 
gangrene. In two animals in which persistent oedema 
was caused by injecting barium sulphate paste into 
the common iliac vein and the aorta was ligated, 
gangrene resulted only on the side of the venous ob- 
struction. The conclusion is drawn that the fre- 
quency of gangrene following the ligation of the 
arteries is decreased by a certain amount of simulta- 
neous venous obstruction and increased by a greater 
amount of venous obstruction. 

In a fifth series of experiments, carried out to 
determine the effect of ligation of the primary artery 
and subsequent ligation of the primary vein on the 
volume flow of blood, the ligation of one iliac artery 
for a period of from four to six hours caused a de- 
crease in the temperature of all of the tissues of the 
extremities which was greatest in the most distant 
tissues. Removal of the obstruction restored the 
temperature to normal. Simultaneous obstruction 
of the corresponding iliac vein resulted in a further 
fall in the temperature. These effects were due to a 
reduction of the volume flow of the blood. 

In a sixth series of experiments the intravascular 
pressure distal to the obstruction of an artery was 
measured and the effect exerted on this pressure by 
obstruction of the concomitant vein. The blood 
pressure was studied under the same conditions as 
in the fifth series of experiments. It was found that 
the decreased intervascular pressure of the extremity 
distal to the obstruction of the artery was increased 
by subsequent obstruction of the primary vein. 

Applying the results of these experiments to surgical 
therapeutics Brooks attributes Volkmann’s ischemic 
contracture to total obstruction of the venous system 
without obstruction of the arterial system. 

Contracture may follow temporary or permanent 
obstruction which results in severe anemia followed 
by rapidly developing collateral circulation. Areas 
of focal necrosis develop in the tissue and are re- 
placed by fibrous tissue with contraction. 

In conditions in which it is necessary to ligate the 
main artery of the extremity the risk of gangrene 
will be decreased if a certain amount of venous 
obstruction is produced. 

In cases of spontaneous gangrene amputation is 
still the treatment indicated when the entire arterial 
tree is occluded. When the arterial disease is con- 
fined to a relatively small area, as in the case of 
thrombosis or embolism of the popliteal artery, peri- 
vascular sympathectomy or bridging by a vessel 
transplant may be done. Rupotpu S. Reicu, M.D. 


Bie 
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Bier, A.: Bone Regeneration, Pseudarthroses, and 
Bone Transplants (Ueber Knochenregeneration, 
ueber Pseudarthrosen, und ueber Knochentrans- 
plantate). Arch. f. klin. Chir., 1923, cxxvii, 1. 


In discussing callus formation the author pays 
particular attention to metaplastic bone formation 
and draws a distinction between purposeful and 
purposeless proliferation of callus. Purposeful callus 
formation is dependent upon local stimulation by 
hormones. If this stimulation fails or is overcome as 
by infection, the callus formation is purposeless. In 
fracture of both bones of the forearm, a bridging 
callus is disadvantageous as it hinders rotation, but 
in cases of pseudarthrosis in a single bone it may be 
of advantage. The author recommends the use of 
20 per cent gelatine to prevent the formation of 
new bone after operation on bone which has been 
formed by metaplasia. 

When a piece of bone is taken from the tibia, the 
most perfect regeneration occurs when periosteum, 
cortex, and marrow are removed with it. If the 
periosteum and cortex only are removed, or if 
subperiosteal resection of a piece of bone is done, no 
true regeneration takes place. Enlargement, in- 
dentation, or narrowing of the medullary cavity is 
found in the area from which the bone was removed. 
Therefore retention of the periosteum prevents res- 
toration of the bone in its former shape and results 
in a structure resembling a cicatrix. True regenera- 
tion occurs only when the medullary cavity is opened; 
some of the marrow must remain. Extensive remov- 
al of the periosteum leads to important changes in 
the bone. Restoration of perfect shape is obtained 
only when the defect in the bone is filled by extra- 
vasation of blood. , 

With regard to regeneration of bone in cases of 
defects involving the entire thickness of the bone, 
interesting observations were made in cases of 
aperiosteal lengthening of the femora in dwarfs and 
in cases of shortened humeri. The regeneration took 
place by metaplasia due to stimulation of the soft 
parts. The ends of the bone took no part in the 
process. In the attempt to bring about aperiosteal 
regeneration of bone in the articular region after 
resection, the fracture ends were kept in apposition 
over a long period since it was expected that the 
new bone formation would be slow. The latter was 
the case. Moreover, pseudarthroses or neo-arthroses 
were formed. 

Besides the metaplastic regeneration which is 
unconnected with the bone, new bone grows out 
from the stumps in the region where the joints were 
formerly situated. There are various types of pseud- 
arthroses: (1) the fissure type, the most common 
variety, which arises from ordinary fracture of 
bones: (2) pseudarthrosis from the interposition of 
soft parts, the most rare type; and (3) pseudarthrosis 
due to a defect, which is rare in times of peace, but 
common during war. 
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Fracture of the bone near a joint seldom leads to 
pseudarthrosis, and failure of callus formation is 
rarely responsible. As a rule, the line of pseudarthro- 
sis forms later in the callus joining the ends of the 
bones. The fissure in the callus runs sometimes 
transversely, sometimes obliquely; sometimes it 
assumed, from the beginning, the lines of an articula- 
tion although the parts are immobilized and friction 
cannot be a factor. Too much importance has been 
ascribed to gross mechanical injuries in the causation 
of pseudarthroses. Mechanical influences may favor, 
retard, or alter the formation of the articular extrem- 
ities, but never produce pseudarthrosis. As a rule the 
upper end of the pseudarthrosis has the form of a 
head while the lower end is like a socket, but some- 
times the reverse is found. The neighboring joints 
do not appear to influence the form of the pseu- 
darthrosis, but inflammations and suppurations have 
a powerful influence. 

With regard to the relationship of pseudarthrosis 
and callus, the author states that all forms of callus 
which lead to fracture healing appear also in pseu- 
darthrosis. A pseudarthrosis in a transplant occurs 
at the exact site of the former pseudarthrosis. Up 
to this point the transplant increases in strength, 
while at the site of the old pseudarthrosis a weak 
zone is formed by an absorptive process. The 
pseudarthrosis runs at first in a straight line, but 
later assumes the lines of a joint, the head usually 
being above and the socket below. As a rule the 
transplant does not fracture, but if this should 
happen to occur, there is no reason why the fracture 
should not heal. Pseudarthroses are most common 
in transplants which are driven into the medullary 
cavity in the form of a wedge. They are found be- 
tween the surface of the wedged-in portion of the 
transplant and the interior of the bone and occur 
not only when the chip of bone is bare but also 
when it has a periosteal covering. The third form of 
pseudarthrosis in a transplant arises between the 
end of the transplant and the bone. 

Bier sees in pseudarthrosis an imitation of the 
normal joint caused by a morbid stimulation. This 
stimulation persists at the site of the pseudarthrosis. 
Only thus are recurrences in the transplant explain- 
able. The formative stimulation creates an extra- 
ordinarily involved anatomical structure, a joint at 
a site where it does not belong. This formation is 
therefore metaplastic. It arises from portions of 
tissue which first make bone. After dealing with the 
bony bridges in joints and pseudarthroses which are 
seen here, Bier discusses Martin’s experimental for- 
mation of pseudarthroses. After removal of the cor- 
tex and periosteum from the radius, Martin regularly 
observed changes in the ulna consisting in a sympa- 
thetic disappearance of bone and sympathetic pseu- 
darthrosis. In man, the influence on the adjacent 
bone was less marked. Joints near pseudarthroses 
have a tendency to become ankylosed. Operative 
pseudarthroses are followed by growth disturbances; 
noteworthy also is the marked atrophy of the section 
of bone situated peripheral to the pseudarthrosis. 
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In conclusion the author discusses the fate of 
bone transplants, the question of new bone formation, 
and the complete absorption and final disappearance 
of the graft. As a rule, the transplanted bone takes 
the shape of the original bone, but sometimes it 
conforms to that of the bone from which it was 
taken. 

This article is especially valuable because of the 
extensiveness of the material upon which it is based. 
Of pseudarthroses alone more than 200 examples are 
given. FRANGENHEIM (Z). 


Odermatt, W.: The Formation of Pseudarthroses 
in Bone Transplants ( Pscudarthrosenbildung 
imtransplantierten Knochenspan). Schwis. med. 
Wehnschr., 1924, liv, 56. 

The first case reported was that of a 4-year-old 
girl with paralysis of the right leg due to polio- 
myeclitis. The ankle joint was fixed by arthrodesis 
performed according to Lexer’s method. A hole was 
drilled through the calcaneum, the talus, and the 
end of the tibia and a periosteum covered section of 
the patient’s tibia 8 cm. long and from 6 to 8 mm. 
wide was introduced into the canal. A _ plaster-of- 
Paris bandage was then applied and the patient 
sent home. 

Eight weeks later the X-ray revealed a loss of 
continuity in the talocrural articulation. In spite of 
another fixation, a pseudarthrosis developed. Fol- 
lowing the removal of the cartilage masses from the 
ends of the tibia and femur and the drilling of both 
bones, an ivory pin about 1 cm. thick was placed in 
the canal and a plaster-of-Paris bandage applied. 
On the removal of the plaster two months later the 
joint was still mobile and the roentgen picture showed 
iwo fractures in the ivory insert, one in the upper 
portion of the joint capsule and the other in the 
epiphyseal line of the tibia. 

The author reports also a similar case in a girl of 
8 vears. 

These cases again demonstrate that the body has 
the power to wear away a rigidly fixed transplant 
which interferes with necessary motion. This power 
is greater the younger the subject. Therefore, oper- 
ations for arthroses should not be performed too 
early, that is, not before the fifteenth year of age. 

ToBLER (Z). 


FRACTURES AND DISLOCATIONS 


Heitzmann, O.: The Findings in Bilateral Disloca- 
tion of the Hip Subjected to Operation (Befunde 
bei operierter doppelseitiger Hueftverrenkung). Alin. 
Wehnschr., 1923, li, 1982. 

To determine the postoperative changes, Heitz- 
mann examined the heads of the femora in a case of 
bilateral dislocation of the hip in a girl 9 years of age. 
The left femoral head had been replaced one year 
previously, but the replacement of the right head 
had not been successful. Resection was done because 
of the great disability on both sides. In the roent- 
genogram the usual form of the head and neck was 


found on the right side, but on the left side there 
was marked deformity of the head with shortening 
of the neck of the femur. 

Microscopically, the unreduced head showed a 
thinning of the cartilaginous covering, a very small 
epiphysis, and fracture remnants in the epiphyseal 
bone which Heitzmann attributes to the reduction. 
The replaced head also showed distinct remnants of 
a severe fracture of the cartilage and bone; these 
also Heitzmann considers the result of the replace- 
ment trauma. 

Heitzmann concludes that Perthes’ disease is a 
fracture occurring in necrotic bone, and that the 
development of Perthes’ osteochondritis in the re- 
placed femoral head, as described by Brandes, is not 
a true osteochondritis, but a fracture due to replace- 
ment trauma. Kappis (Z). 


Dickson, F. D.: The Orerative Treatment of Old 
Congenital Dislocations of the Hip. J. Bon: & 
Joint Surg., 1924, vi, 262. 


In cases of old congenital dislocation of the hip 
operation is elective. The indications are disability 
sufficient to interfere with normal life and disfiguring 
deformity. 

In the author’s series of eight cases the signs and 
symptoms were pain in the lower part of the back, 
pain in the dislocated hip, shortening of the leg, a 
limp, and diminished capacity for work. The dis- 
ability therefore consisted of three factors: a short 
extremity, an unstable hip joint, and abnormal 
posture, the result of the first two. 

Of five cases operated upon, the result was salis- 
factory in four, the limitation of movement and the 
shortening of the leg being definitely decreased. In 
the fifth case. infection caused limitation of motion. 

The operation recommended consists in forming a 
new acetabulum by turning down a flap from the 
side of the ilium. as suggested by Albee. It is similar 
to that performed by Jones for dislocation of the hip 
due to infantile paralysis. 

The patient was placed on a Bradford frame and 
traction was applied for two weeks before the 
operation. The operation was performed on a Mc- 
Kenna table. Traction apparatus was applied to 
both legs. In the first case adhesive plaster in the 
form of Buck’s extension was used; in the second 
case ice-tongs were applied; and in the last three 
cases a Steinmann pin was introduced through the 
condyles to make traction on the dislocated hip. 
The Smith-Peterson incision was employed. 

All of the structures which seemed to interfere 
with the downward movement of the dislocated 
head were divided. The capsule was cut away in all 
directions, and the iliopsoas tendon was divided. 
After the head had been freed, the adductors were 
divided subcutaneously. Traction was then applied 
to both legs and gradually increased, a careful watch 
being kept for circulatory disturbances from too 
much traction and for signs of shock. The head was 
pulled down to a point opposite the upper rim of the 
true acetabulum. The flap was turned down with a 
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Fig. 1. lig. 


lig. 1. Diagram of the pelvis showing the position of 
congenital dislocation of the left hip. 

Fig. 2. The position of the hip after traction for two 
weeks and after pulling down of the hip by traction on a 
Mckenna table at the time of operation. 


large curved gouge. It consisted largely of the false 
acetabulum lined with a modified fibrous tissue 
which was smooth and thickened and resembled 
somewhat normal capsular structure. This prevent- 
ed in some degree the formation of adhesions and 
ankylosis. After the flap had been turned down until 
it was in apposition to the head of the femur, a wedge 
of bone taken from the crest of the ilium was placed 
between the flap and the side of the ilium, fitted into 
the space snugly, and fixed with one or two catgut 
sutures. The wound was then closed in layers and 
a plaster cast applied, traction being maintained. 
After the patient was returned to bed, traction was 
continued by Buck’s extension through slits in the 
cast in the first case and by the ice-tongs and Stein- 
mann pins in the others. A window was cut for 
these instruments, which had been left in situ. 

The author states that in the future he will not 
use a cast, but will rely on traction to secure immo- 
bilization. 

At the end of the fourth week the cast was removed 
and daily massage and cautious movement of the 
hip were begun, the cast being replaced after this 
treatment. At the end of six weeks the traction was 
removed and the patient was allowed up and about 
on crutches, still wearing the cast. Gradual weight- 
bearing was then permitted. Traction was reapplied 
when the patient returned to bed. The cast was 
discarded at the end of from eight to ten weeks. 

Dantev H. Levintuat, M.D. 


Shipley, A. M.: A Report of 190 Fractures of the 
Femur. J. Bone & Joint Surg., 1924, vi, 350. 


Shipley reviews 190 cases of fracture of the femur 
treated at the University Hospital Clinic, Baltimore, 
during the last five years. He believes that in sub- 
capital or intracapsular fractures of the neck of the 
femur a beef-bone peg should be driven into the neck 
through the great trochanter. The next best pro- 
cedure is immobilization in plaster in the Whitman 
position. 

_ Intertrochanteric fractures should be treated by 
Immobilization in plaster and the use of the Hawley 


Fig. 3. Vig. 4. 


lig. 3. The process of turning the shelf of bone down 
from the ilium over the head of the femur. 

Fig. 4. The hip after operation; the shelf, 6, turned 
down over the head of the femur; a, the wedge of bonc 
packed behind the shelf 6 to hold the latter in place. 


table to obtain extension, strong abduction, and 
internal rotation. In cases of fracture just below the 
trochanters the leg should be immobilized in the 
position of the proximal fragment, the Downey 
table being used to obtain traction. In cases of 
fracture of the mid-shaft, closed reduction or open 
operation should be done, depending on the indica- 
tions. Supracondyloid fractures should be treated 
with extension and counterextension with the 
Steinmann pin, the Balkan frame, and flexion of the 
leg on the thigh. Articular fractures should be re- 
duced and immobilized in plaster. Shipley is an 
enthusiastic advocate of the use of plaster. 
Cuester C. ScHNEIDER, M.D. 


Meyerding, H. W.: The Non-Operative Treatment 
of Recent Fractures of the Femur. Minnesota 
Med., 1924, vii, 237. 

Meyerding discusses the rather unusual types of 
fractures seen at the Mayo Clinic and the compara- 
tive rarity of recent lesions. 

Seventy-five per cent of the cases of fracture 
observed in the Mayo Clinic are cases of non-union, 
delayed union, malunion, chronic osteomyelitis, or 
joint stiffness following treatment elsewhere. Of 
1,000 cases of old fractures, 221 were cases of non- 
union of the long bones. Of 120 ununited fractures 
of the neck of the femur, twenty-six were operable. 

For recent fractures of the hip, the Whitman 
treatment is advocated. Meyerding has devised a 
method of obtaining joint motion after the sixth 
week by the application of two lateral hinges in- 
corporated in the cast to prevent knee stiffness. 
No recent fractures of the hip have been operated 
on. Of 222 conservatively treated fractures of the 
femur, fifty-seven were recent. The remaining 165 
presented non-union, malunion, etc. 

The relationship of age to the treatment is dis 
cussed. Sometimes it is necessary to treat the pa- 
tient and to accept the fracture with deformity in 
order to save life. Meyerding stresses the value of 
repeated X-ray examinations and mensuration. He 
believes that adhesive traction and Buck’s extension 
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Fig. 1. (a) Cast applied following Whitman reduction. 
It extends from the thorax to the toes on the fractured 
side and to the knee on the sound side. A large window 
is left over the patella and the abdomen. (b) Author’s 
method of preventing knee stiffness by means of hinges 
placed in the cast. Later the cast is cut to allow knee 
motion. 


as well as casts will continue to be used but will be 
gradually supplanted in most cases by adhesive 
traction combined with use of the Thomas extension 
splint. He outlines the routine followed at the Mayo 
Clinic in the examination and care of fractures, and 
states that, with such accurate records and intelli- 
gent treatment, the physician is better able to pre- 
vent embarrassing complications. For fractures of 
the trochanteric area and shaft he advocates exten- 
sion treatment. After reviewing the various methods 
of obtaining traction, he states that the caliper 
extension is the most efficient. This he uses in 
conjunction with the Thomas splint or the Sinclair 
modification of this splint. 

In supercondylar lower femoral fractures, the 
caliper is applied anterior to the axis of the femur, 
and traction is employed in conjunction with the 
use of the Sinclair modification of the Thomas splint, 
the knee being flexed. Meyerding believes that un- 
less practically anatomical re-position is obtained, 


c 


Fig. 2. (a) Ice tongs traction applied, anterior view. 
(b) Lateral view showing ice tongs slightly anterior to the 
axis of the femur to pull the upper end of the lower frag- 
ment anteriorly. (c) Result of force applied in fracture 
of the lower shaft of the femur. 


intra-articular fractures result in permanent partial 
disability, and that therefore in such cases operative 
interference is justified. 

Five case histories are reported to demonstrate 
certain points, and the apparatus used in the Mayo 
Clinic is shown in illustrations, two of which are re- 
produced above. One of the principal features of 
the Mayo Clinic treatment is the use of the Balkan 
frame in conjunction with the Bradford frame, the 
latter being elevated by the use of a windlass t0 
facilitate nursing, etc. 
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Taylor, W. J.: Shaft Fractures of the Tibia and 
Fibula. Northwest Med., 1924, xxiii, 170. 

In the majority of the author’s cases of shaft frac- 
ture both the tibia and fibula were involved. These 
bones are broken in about 10 per cent of all fractures. 
The most common cause is indirect violence. 

When the tibia alone is involved, the fracture 
usually occurs in the middle third and there is some 
displacement of the fragments. When the fibula 
alone is involved, the fracture may occur in any 
part of the bone. Fractures of the tibia are trans- 
verse, oblique, or spiral. 

In the reduction of fractures the fluoroscope 
should always be employed. Since the tibia is the 
weight-bearing bone, an associated fracture of the 
fibula may be disregarded if the tibia is properly 
adjusted. In some cases relaxation of the contracted 
muscles may be obtained by simple massage. The 
Thomas splint is used with 1o lbs. weight. The 
extension is applied by a direct pull with weights 
or the use of a thumb-screw arrangement. 

After treatment for about a week in the Thomas 
splint and frequent fluoroscopic examinations, the 
leg is put in a splint devised by the author, which 
permits daily movement of the knee. Passive move- 
ments of the knee and ankle and physiotherapy are 
instituted early. 

The author’s splint consists of a base board 30 in. 
long, 11 in. wide, and 1 in. thick to which another 
base board measuring 18 by 11 in. is attached with 
hinges. The latter may be placed in any desired 
position. It is held by movable braces which run 
from he end opposite the hinges to the base board 
upon which rests the leg above the knee. At the end 
opposite the hinges is attached also an iron frame 8 
in. long which is similar to a Thomas splint and 
works on swivels. 

When union is well established, a cast is applied 
and the patient is permitted to use crutches. The 
cast is split to permit massage. 

Joun Mircuett, M.D. 


ORTHOPEDICS IN GENERAL 


Platt, H.: The Early Mechanical Treatment of 
Acute Anterior Poliomyelitis. Brit. M.J., 1924, 
i, 266. 

The author states that the serious disability re- 
sulting from acute anterior poliomyelitis is frequent- 
ly dependent more on the deformity than on the 
paralysis, and that it is necessary first to overcome 
the deformity before carrying out measures to over- 
come the paralysis or to stabilize the joint. The 
preliminary treatment may require a long time, but 
when the deformities are eliminated the patient can 
usually walk, though he may require crutches. 

As prophylactic treatment must be begun early, 
the symptoms of the acute disease must be recog- 
nized in the early stages. Three clinical stages with 
somewhat arbitrary limits are described: 

1. The acute stage, usually lasting not longer 
than from four to six weeks. 


2. The recovery stage, which extends approxi- 
mately to the end of the second year. 

3. The chronic stage lasting from the third year 
onward. 

In the acute stage, the signs and symptoms are 
usually stiffness of the neck, pain in the back and 
limbs, and marked tenderness of the limbs. 

The development of paralysis in a few days is 
very suggestive of anterior poliomyelitis. 

In the treatment, mechanical methods are im- 
portant. Complete rest is the first ¢ssential. This 
can be given by completely immobilizing the patient 
in the recumbent position. Deformity can be pre- 
vented by maintaining the limbs in positions known 
to be antagonistic to common contractures. For 
the lower limbs these positions are extension of the 
hips and knees with the feet maintained at right 
angles to the leg. For the upper limbs, they are 
right angle abduction of the shoulder, flexion at the 
elbow, supination of the forearm, and dorsiflexion at 
the wrist. Relaxation of paralyzed muscles is 
essential. In the acute stage, the patient should be 
kept perfectly quiet without any meddlesome 
therapeutics until both pain and tenderness cease. 
When this occurs, which is usually at the end of 
from four to six weeks, the patient should be exam- 
ined. He has then reached the stage of recovery and 
will require suspension for a long time to prevent 
deformity. 

The author concludes by stating that teamwork 
between the physician and surgeon is most essential. 

Frank G. Murpuy, M.D. 


Von Lackum, H. L.: The Lumbosacral Region: An 
Anatomical Study and Some Clinical Observa- 
tions. J. Am. M. Ass., 1924, lxxxii, 1109. 


This study is based on a careful examination of 
thirty bodies, five of which were female. 

The specimens, consisting of the pelvis and lumbar 
spine, were divided by sawing through the midline, 
the spinous processes and the bodies of the vertebre 
on either side being thus exposed. The author dis- 
cusses motion and the articulations of the neural 
arch in this region. Normally the articulations are 
guiding planes on which gliding motion takes place. 
They do not bear weight. In the lumbar region 
rotation is checked by definite internal-external 
articular processes lying in the sagittal plane at the 
lumbosacral juncture. Motion is increased by the 
addition of more or less rotation due to articulations 
inclining outward. When these articulations are 
asymmetrical, unequal rotation results, and as the 
lumbosacral joint is the juncture of a mobile and an 
immobile part and the point at which there is a 
sharp change in the direction of the spinal column, 
it becomes weakened. 

The center of gravity of the body is approximately 
in the upper lumbar region and the weight-bearing 
line of the spinal column passes down through the 
middle of the normal spinal curves, leaving the 
lumbosacral juncture to carry all of the superimposed 
weight. 


250. 


Regardless of position or weight, the lumbosacral 
articulation bears the strain. The degree of this 
shearing strain is controlled only by the angle of the 
upper surface of the first sacral segment. 

Stabilization of this joint depends upon ligaments 
and muscles, the intervertebral disk, and the shape 
and size of the first sacral body. The spinous pro- 
cesses and laminz also play an important part. The 
closer they are together, the shorter and more com- 
pact are the ligaments and the stronger is the part. 

In cases of injury to this region fusion may be es- 
tablished without affecting the usefulness of the part. 
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Among the important points brought out in this 
article are the following: 

1. The strain at the joint is always shearing, 
regardless of position. 

2. The shape of the first sacral is of primary im- 
portance in reducing this strain because of its bearing 
on the angles which either increase or decrease it. 

3. Backache may be caused by an increased 
angle and consequently increased strain. 

4. The rotating action in the joint favors the 
occurrence of fractures and dislocations in this 
region. Herman C. Scuumm, M.D. 
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BLOOD VESSELS 


Heard, J. E.: Postoperative Pulmonary Embolism. 
N. Orleans M. & S. J., 1924, |xxvi, 451. 


Postoperative pulmonary embolism may be caused 
by a discharged blood clot or the entrance of fat 
into the circulation. It is often diagnosed incorrectly 
as pleurisy, myositis, or bronchopneumonia, espe- 
cially when the physical findings are few. In the 
differential diagnosis, coronary sclerosis must be 
considered. 

In an otherwise uncomplicated convalescence 
pulmonary embolism usually occurs within the first 
or second week after operation, while the patient is 
engaged in some type of physical exertion. It causes 
precordial pain, a tight sensation in the chest, 
dyspnoea, rapid and labored breathing, and rapid 
pulse of poor volume. The facial expression is anx- 
ious and the skin is cold, clammy, and covered with 
cold sweat. Death often follows in from five to 
twenty minutes. 

The treatment of this condition is discouraging. 
The conditions favoring the development of post- 
operative embolism may be grouped as follows: 

1. Conditions in the patient such as: (a) anemia, 
(b) the presence of micro-organisms in the blood 
stream, (c) leucocytosis, and (d) blood concentration. 

2. Faults in the operative technique and post- 
operative care, such as: (a) prolonged use of the 
Trendelenburg position, (b) careless transfixation of 
pedicles and ligation of blood vessels, (c) prolonged 
time on the operating table, (d) careless and rough 
use of retractors, and (e) infection. 

Among the postoperative preventive measures are: 

(1) the use of heart stimulants, (2) the administra- 
tion of large amounts of fluids by movth, skin, or 
rectum, (3) the free movement of the limbs as soon 
as possible after operation, and (4) frequent changes 
of position. 
_ Ina large percentage of cases of pulmonary embo- 
lism death occurs within a few minutes after the on- 
setof the symptoms. The treatment should consist 
in: elevation of the patient to favor respiration, fresh 
air or oxygen inhalations, the application of heat, 
venesection if the heart is dilated, and the adminis- 
tration of cardiac stimulants such as_ caffeine, 
strychnine, ammonia, and ether, and the administra- 
tion of morphine to relieve the pain and counteract 
the shock. 

Trendelenburg has advocated operative removal of 
the clot in cases in which only one branch of the 
pulmonary artery is occluded. 

_Wilson in 1912 reported the cases of postopera- 
ive embolism occurring at St. Mary’s Hospital, 
Rochester, Minnesota, from 1889 to 1911, inclusive. 
During this period there were forty-seven deaths due 
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to embolism among 57,000 cases of major operations. 
The diagnosis was confirmed by autopsy in torty-one. 
The total number of deaths in the hospital during 
the same period was 864. The mortality from em- 
bolism based on 63,573 operations was 7/100 of 1 per 
cent or one death in every 1,352 operations. There 
were thirty-six cases of pulmonary embolism, ten 
cases of cerebral embolism, and one case of coronary 
embolism. In the period from 1912 to 1920, inclusive 
there were 104 cases of postoperative embolism. 
Five of the patients recovered. In ninety of the 
ninety-nine fatal cases the diagnosis was confirmed 
by autopsy. A total of 125,164 operations were per- 
formed. Pulmonary embolism occurred once in 
1,203 operations (8/100 of 1 per cent). ; 
Tables are given showing the number and type of 
operations in which death occurred from pulmonary 
embolism. From these it is evident that the compli- 
cation occurs most frequently after pelvic operations. 
MERLE R. Hoon, M.D. 


Heller, S.: Bilateral Thrombosis of the Renal Veins 
in a Newborn Child (Thrombose der beiderseitigen 
Vena renalis bei einem Neugeborenen). Zentralbl. f. 
Gynacek., 1923, xlvii, 1897. 


The case reported was that of a previously healthy 
infant 9 days old, weighing 3,200 gm. The sudden 
development of a high fever was associated with 
convulsions and the appearance of blood in the 
stools. On the third day there was marked hama- 
turia. On the fourth day a kidney-shaped tumor the 
size of a hen’s egg was demonstrable in the left 
hypogastrium. On the eleventh day only 4o c. cm. 
of urine were passed in twenty-four hours. On the 
fourteenth day there was anuria. Death occurred on 
the fifteenth day. 

At autopsy bilateral necrosis of the kidneys was 
found. This had resulted in thrombosis of the renal 
veins. Other findings were thrombosis of the inferior 
vena cava and gastro-enteritis. The author ascribes 
the general condition to an enteric infection. He 
believes it probable that the hemorrhage and 
infarction of the tubular parenchyma were produced 
by the toxins excreted in great concentration by the 
kidneys. Hannes (G). 


Perman, E.: A Case of Embolectomy. Acla chirurg. 
Scand., 1924, lvi, 555. 


The author reports a case in which embolectomy 
was performed on a man 46 years of age. The em- 
bolus, which was situated in the common iliac artery, 
was removed by means of retrograde probing 
through an incision in the common femoral artery. 
The operation was performed one hour after the 
signs were first noted. The circulation of the leg was 
completely restored. 
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Lundberg, S.: A Case of Embolectomy. Acta 
chirurg. Scand., 1924, lvi, 412. 


In the case of a 62-year-old woman with mitral 
insufficiency, an embolus became lodged in the 
femoral artery one week after an operation for 
strangulated hernia. -When the femoral artery was 
dissected out, the embolus was carried by the cir- 
culation down into the popliteal artery. Embolec- 
tomy on the popliteal artery was performed nineteen 
hours after the onset of the signs. A complete cure 
resulted. 


Michaelsson, E.: A Case of Successful Embolec- 
tomy (Ein Fall von geglueckter Embolektomie). 
Acta chirurg. Scand., 1924, lvi, 431. 


In 1922 Key collected forty-five cases of embolec- 
tomy. To these must be added three cases of 
embolism operated upon by Haggstrém, one case 
operated upon by Sencert and Blum, two cases 
operated upon by Buerger, and four cases operated 
upon by the author. This article reports the author's 
most recent case in detail. 

Michaélsson’s patient, a 78-year-old woman with 
cardiac weakness and an embolus in the left femoral 
artery, was operated upon two and one-half hours 
after the appearance of the signs. Thin rubber 
tubes were employed instead of vessel clamps, but 

. in other respects the technique was that of Key. At 
the point where the deep femoral artery is given off, 
a thrombus 2 cm. long was removed. The circulation 
then became re-established and the patient was dis- 
charged at the end of six weeks. 

Embolectomy has been successful in sixteen cases 
of a total of fifty-five (30 per cent). Two patients 
died subsequently after they had undergone the 
operation successfully. The intervention should be 
attempted even when gangrene has already set in, 
since thereby improvement in the circulation may 
be secured as in five cases reported in the literature. 
Massage, which has also brought about full recovery 
in several cases, should be tried not only when 
operation is contra-indicated definitely, but also 
when it is not indicated with absolute certainty. In 
the author’s opinion, arteriosclerosis, even when 
extreme, is not a contra-indication to exposure of 
the artery, provided the operation can be done 
under local anesthesia. If after exposure it is found 
that the condition of the arterial wall renders 
arteriotomy impossible, an attempt should be made 
to crush the thrombus through the unincised vessel 
ag according to the method of Abadie and Mathe- 

in. 


Troisier, J.,and Ravina, A.: Intravenous Injections 
of Sodium Citrate in Thrombo-Arteritis Ob- 
literans with Gangrene (Le citrate de soude en 
injections intraveineuses dans le thrombo-artérite 
oblitérante avec gangréne). Bull. et mém. Soc. méd. 
d. hép. de Par., 1924, 3 s. xl, 670. 

The patient was a 45-year-old man with symp- 


toms of Buerger’s disease, moist gangrene of two- 
thirds of the right foot, mental disturbances, and 
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hemianopsia in the right superior quadrant. Central 
vision was preserved. 

In the treatment, intravenous injections of sodium 
citrate solution were given to decrease the coagu- 
lability and viscosity of the blood. The first day a 
solution of 3 gm. of the sodium citrate dissolved in 
the same weight of water was injected. The dose 
was then increased to 6 gm. In all, 118 gm. were 
given in twenty-eight injections. The gangrene was 
treated locally by the usual measures. 

The intense pain gradually subsided, the gangrene 
became dry, and the gangrenous area slowly be- 
came covered with epidermis. Some ulceration of 
three toes persisted for two months, but complete 
recovery resulted eventually and has continued for 
six months. 

In the authors’ opinion, intravenous injections of 
sodium citrate should always be tried in such cases 
before recourse is had to surgery. Steel of Philadel- 
phia has adopted the method in the treatment of 
arteritis, but the authors state that he does not 
give enough of the citrate. They believe that at 
least at first the injections should be given daily 
and the amount injected each day should be between 
4 and 6 gm. W. A. BRENNAN. 


Bertone, C.: Ligation of the Popliteal Vein for 
Varices According to Parona’s Method (Ueber die 
Unterbindung der Kniekehlenader bei Aderkroepfen 
nach Parona). Acta chirurg. Scand., 1924, lvi, 539. 


The author describes the method of treating vari- 
ces of the leg devised by Parona nearly twenty 
years ago. In 1904, on the basis of his observations 
in fifty or more dissections, Parona laid down the 
foilowing postulates: 

1. Superficial varix of the leg without an asso- 
ciated varix of the deep vessels is very rare. 

2. Deep varix precedes the development of super- 
ficial varix. 

The logical conclusion to be drawn from these 
facts, according to Parona, is that not only the 
superficial veins but also the deep main trunk, the 
popliteal vein, must be treated. Parona cited 
twenty-six cases in which ligation of the popliteal 
vein resulted in a cure. 

Bertone describes the technique of the operation 
and discusses the indications on the basis of the 
results obtained by Giordano who has advocated 
this method since it was first recommended by 
Parona. As many cases are cured completely by 
total or partial resection, ligation, or obliteration 0! 
the saphenous veins by chemical means, and as 4 
considerable number are cured by skin incisions. 
ligation of the popliteal vein, which is a more com- 
plicated and dangerous operation, should not be 

resorted to in all cases of varix of the legs, as advo- 
cated by Parona. In the author’s opinion it }s 
advisable only when no benefit is derived from the 
treatment of the superficial vessels of the legs and 
when there is a deeper and more pronounced varix 
than that at the surface, the calf and ankle being 
cedematous and speckled with large varicose spots. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


In proof of the efficacy of ligation of the popliteal 
vein, Bertone cites the clinical histories of five cases. 
In the fitst case, in which both popliteal veins were 
resected, a recurrence developed in one leg after an 
interval of thirteen years but the other leg showed 
no sign of recurrence fourteen years after the opera- 
tion. The second, third, fourth, and fifth cases 


showed no sign of recurrence after fourteen years, 
one year, three years, and two years respectively. 


BLOOD, TRANSFUSION 


Ricaldoni, A., and Albo, M.: Chronic Purpuras 
without Splenomegaly Cured by Splenectomy 
(Purpuras chroniques sans splénomégalie guéris par 
la splénéctomie). Bull. et mém. Soc. méd. d. hép. de 
Par., 1924, 3 s. xl, 493. 


Kaznelson was the first to employ surgery in the 
treatment of purpura with splenomegaly. Minkow- 
ski performed splenectomy in cases of purpura 
without splenomegaly. In 1922 Steinbruch collected 
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ten cases of thrombopenia for which splenectomy 
had been done. 

Ricaldoni and Albo of Uruguay have performed 
splenectomy in two cases of purpura in women. 
They regard the operation as indicated for this con- 
dition even in the absence of splenomegaly or any 
other clinical sign directing attention to the spleen. 

In both of the authors’ cases the purpura was of 
the chronic type associated with menstrual parox- 
ysms. The factors responsible were changes in the 
spleen so slight that they were not perceptible on 
clinical examination. This is in agreement with the 
observations made by others in cases of hemolytic 
and other anemias not associated with splenomegaly. 

Before advising splenectomy, the surgeon must 
be sure that the condition is not a secondary purpura 
and that the hemorrhage is dangerous. 

In the authors’ first case the operation gave an 
excellent result which has been maintained for four 
years. In the second case it is still too early to judge 
the end-result. W. A. BRENNAN. 
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ROENTGENOLOGY 


Pfahler, G. E.: The Study of the Sternum by the 
Roentgen Rays. Am. J. Roentgenol. & Radium 
Therapy, 1924, Xi, 311. 


In Pfahler’s opinion, disease of the sternum is 
more common than is generally believed. Examina- 
tion of the sternum with the roentgen rays in every 
case in which there is any suggestion of sternal 
disease would increase the number of known cases. 
Prominence of the sternum noted on physical ex- 
amination should always arouse suspicion. Pfahler 
has found that metastatic carcinoma of the sternum 
secondary to carcinoma of the breast is not rare. 

Tuberculosis, pressure necrosis, and traumatic 
lesions have also been noted. The pathological 
findings do not differ from those in analogous lesions 
of other bones. 

The examination should be both roentgenoscopic 
and roentgenographic. Fluoroscopy will aid in 
determining the best angle at which to make the 
exposures in the two oblique planes. Roentgeno- 
grams should be made with the patient standing, 
in the right and the left oblique positions, and in a 
true lateral position. The last is probably the most 
important. 

The article is supplemented by numerous illus- 
trations of the various lesions of the sternum as 
revealed by the roentgen ray. 

Cuartes H. Heacock, M.D. 


Stenstrom, W.: Dosage One and Two Centime- 
ters under the Skin from Unfiltered X-rays. 
J.Cancer Research, 1924, viii, 18. 


In the treatment of skin diseases with unfiltered 
rays it is often desirable to give the lesion frum two 
to three times the erythema dose and the question 
arises as to how deep the reaction penetrates. 
Believing that the measurements obtained with 
ionization chambers or photographic films and 
absorption materials are not apt to be proportional 
to the effect in the tissues, the author decided to use 
the erythema produced on the skin as a standard 
for such measurements. 

Two experiments with patients were carried out. 
Five circular fields 2 cm. in diameter were exposed 
to different amounts of radiation without and with 
I or 2 cm. of paraffin superimposed. The results 
are given in tables. 

The first experiment demonstrated that the depth 
dose was heavier than had been suspected. In the 
second, smaller doses were used. Although the es- 
timation of the degree of the erythema from the 
color was somewhat arbitrary, it was possible to 
conclude from the two experiments that at a depth 
of 1 cm. the dose was more than 50 per cent and 
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less than 60 per cent of the skin dose and that at a 
depth of 2 cm. it lay between 25 per cent and 35 per 
cent. The probable values, at a depth of 1 and 2 
cm., are 54 per cent and 32 per cent of the skin 
dose. Hartunc, M.D. 


Webb, J. C.: Some Experiences in and Considera- 
tions of Deep X-Ray Therapy. Brit. M. J., 1924, 
i, 622. 


In Continental Europe and the British Isles 
there are considerably more than 1,200 deep therapy 
X-ray installations. One hundred and thirty are in 
the British Isles. From this the author concludes: 
(1) that the medical world at large considers the 
value of deep X-ray therapy in malignant disease 
as proved; and (2) that Britain is behind the rest of 
the world in studying and using it. 

Webb’s experience is limited to eighteen months, 
and while this period of observation is brief, he is 
greatly impressed by the palliative relief, especially 
the relief from pain, in the hopeless cases. 

In conclusion Webb states that the roentgenolo- 
gist knows something of surgery and medicine, and 
the surgeon and physician, whose province it is to 
advise roentgenotherapy, should know something of 
the development and potentialities of this modern 
science. Cuarves H. Heacock, M.D. 


Herly, L.: The Present Status of Intensive, High- 
Voltage Radiation Therapy of Cancer. J. Ra- 
diology, 1924, V, 71. 

A brief review of the evolution of radiotherapy 
from the time of the discovery of the roentgen ray 
to date is followed by a more detailed description of 
the rationale, dosage, technique, and results obtained 
by numerous European workers in this field. Vari- 
ous opinions and statistics are quoted relative to 
the value of prophylactic exposures following oper- 
ation for malignancies. An extensive bibliography 
is appended. The following conclusions are drawn: 

1. A biopsy performed before radiation treatment 
is without harmful effects. 

- The roentgen rays do not directly kill cancer 
cells. 

3. A standard “carcinoma dose” or “sarcoma 
dose” of roentgen rays cannot be established bio- 
logically. 

4. There is no indisputable proof that insufficient 
raying stimulates tumor growth. 

5. Since carcinomata are of different types and 
degrees of malignancy which are not always dis 
tinguishable with the microscope, it is improbable 
that the same method of treatment and the same 
dose will produce a cure in all types. 

6. The condition of the organism in general cal- 
not be neglected in seeking indications for roentge? 
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ray therapy. Undernourished and cachectic per- 
sons are refractory to the roentgen ray. 

7. From the evidence at hand there seems to be 
no reason why, with increased distance, filtration, 
and time, the old machines commonly used in 
America for therapy will not produce as good results 
as the high-voltage apparatus introduced by the 
Germans. 

8. Intensive, high-voltage raying damages the 
normal tissues. Connective tissue damage breaks 
down the barriers to cancer cell invasion. Damage 
to the endocrine glands reduces the general resist- 
ance and by itself may lead to death. 

ApoLpH HArtuNG, M.D. 


MISCELLANEOUS 


Pack, G. T., Underhill, F. P., Epstein, J., and 
Kugelmass, I. N.: Experimental Studies in 
Electro-Ilonic Medication. Am. J. M. Sc., 1924, 
elxvii, 625. 

The originator of the electro-ionic therapy was 
Stephen Leduc of Nantes. In one method of giving 
this treatment the arms or legs are immersed in 
solutions in contact with electrodes, one of which 
solutions contains the drug to be introduced through 
the skin and the other a 1 per cent sodium chloride 
solution. In another method, thick layers of lint 
saturated with the medicated solution are placed 
between the skin and ‘one electrode, and the other 
electrode is applied elsewhere on the body. The 
negative or positive electrode is used with the drug 
according to whether the desired ion is the cation 


(negative) or the anion (positive). In experiments 
on rabbits the ears may be immersed in the solutions. 
A 20- to 30-volt current of 2 or 3 ma. is used for 
varying periods of time. 

Named in the order of decreasing resistance to 
electrical currents the tissues are: bone, fat, tendon, 
skin, muscle, blood, and nerve. A moist skin is less 


resistant than a dry skin. The physicochemical 
effects of the electrical current on electrolytes (body 
tissues) are orientation and penetration of ions and 
electrolysis. The more extensive the ionization (in 
dilute solution), the greater the facility with which 
the current travels and the ions migrate. Metals 
higher in the electromotive series displace inferiorly 
placed metals from their salts. Liquefaction occurs 
at the negative pole and coagulation at the positive 
pole. The latter is illustrated by the coagulation of 
blood in an aneurism by electrolysis. 

The author summarizes his findings as follows: 

1. The electric current may be used as a means of 
driving ions into the skin. In this transfer various 
factors are involved, such as the amperage used, the 
ume of the application, the resistance of the tissues, 
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and the migrational velocity and chemical nature 
of the entering ion. 

As soon as the ions of the heavy metals, such as 
Hg++, Mg++, Zn++, Pb++, enter the skin they give 
up their electrical charge to other much faster 
traveling ions present in the tissues, such as H, Na. 
Having lost their charges, the metals then enter into 
combination with the protein and salts of the tissues 
and may form precipitates. These precipitates are 
dissolved too slowly to be demonstrated in the ex- 
cretions by the common chemical tests. Heavy 
metals may therefore be efficient for a local effect 
but not for a systemic effect. 

2. The electric current facilitates the introduction 
of many alkaloids through the skin. In rabbits, 
systemic effects of strychnine and pilocarpine were 
demonstrated after electrolytic administration of 
the drug for approximately one hour. Controls with- 
out the current were negative. The action of caffeine 
and curare as gauged by systemic effects failed to be 
demonstrated in rabbits after electrolytic administra- 
tion of the drugs for approximately two hours. In 
frogs, the action of curare, picrotoxin, strychnine, 
veratrin, and nicotine was shown to be definitely 
accelerated when the drug was introduced into the 
skin electrolytically. Electrolytic experiments with 
local anesthetics in which a current of 2 ma. was 
used for ten minutes upon a human subject showed 
that cocaine produced moderate but incomplete 
anesthesia of the finger lasting about an hour; pro- 
caine and butyn produced mild anesthesia lasting 
about half an hour; and benzylcarbinol and salicain 
failed to produce any appreciable anesthesia. 

3. Haolgens, non-metals, and acids, being anions, 
are introduced by anaphoresis. The ingress of some 
of them is demonstrably accelerated by the electrical 
current (CN, Iz), while that of others (NOs, sali- 
cylates) is not affected. 

4. The theory of detoxication of poisonous ions by 
electrolysis is fallacious. The application of an 
electrical current is not specific for the egress of 
particular ions, except those with a relatively great 
migrational velocity (H, Na, Clo, I:). The migra- 
tional velocity of the ions of the common poisons is 
very small as compared with that of the ions nor- 
mally present in the tissues. Therefore the principle 
of detoxication cannot be applied to the former. 

5. After the administration of iodides by mouth 
or subcutaneously nascent iodine can be liberated 
within the tissues by the insertion of a positive pole 
of an electrode. Possibly this principle may be 
utilized in the treatment of certain infections. How- 
ever, equally beneficial effects seem to be obtainable 
from the application of the electric current itself as 
the result of the marked tissue changes produced. 

Wa ter C. Burket, M.D. 
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to obstetrical and gynecological therapy. G. ALBANo. 
Riv. ital. di ginec., 1924, ii, 269. 
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Adrenal, Kidney, and Ureter 


The adrenal cortex and medulla in respiration. C. E. 

DE M. Sasous. Med. J. & Rec., 1924, cxix, Supp. xcvii. 
Changes in the adrenal cortex in peritonitis and sepsis. 
G. W. Deucuer. Arch. f. klin. Chir., 1923, cxxv, 578. 
(231) 


Congenital absence of one kidney. E. R. Grimore. 
Brit. M. J., 1924, i, 784. 

The unilateral fused kidney. A. A. Parmer. Med. J. 
Australia, 1924, i, 440. 

Postoperative displacement of the kidney. P. CrrvEN- 
TES. Rev. espafi. de cirug. y urol., 1924, vi, 201. 

Some theoretical aspects of the problem of anuria. J. E. 
Sweet. Atlantic M. J., 1924, xxvii, 405. [231] 

The phenolsulphonephthalein test as a method of ex- 
amining the kidney. J. N. DANTE. Rev. de la Asoc. méd. 
argent., 1924, v, 218. 

The indigocarmine test of the functional capacity of the 
kidney. L. E. Puctiere. Rev. de la Asoc. méd. argent., 
1924, V, 230. 

Experimental polyuria as a method for surgical ex- 
ploration of the kidney. S. Barasrino AMADEO and O. 
Pico. Rev. de la Asoc. méd. argent., 1924, v, 203. 

The urea secretory constant of Ambard, its comparative 
value as a method for the functional examination of the 
kidney. R. Spurr. Rev. de la Asoc. méd. argent., 1924, v, 
131. 
The comparative value of the specific gravity and 
phthalein excretion as tests of differential kidney function. 
L. C. Topp and A. J. Crowett. South. M. & S., 1924, 
Ixxxvi, 230. 

The significance of functional tests in the diagnosis of 
surgical diseases of the kidneys. F. Suter. Schweiz. med. 
Wchnschr., 1924, liv, 25. 

“Putty” kidney and ureter. A. Hyman. J. Urol., 
xl, 473. 

The symptomatology and diagnosis of polycystic kid- 
ney. J. H. Morrisey and F. W. Smiru. Med. J. & Rec., 
1924, Cxix, 494. 

Nephrectomy for polycystic kidney. F. E. Crarto. 
Semana méd., 1924, xxxi, 985. 

Hydronephrosis. R. B. Excite. U. S. Naval M. Bull., 
1924, XX, 567. 

A review of cases of hydronephrosis and - 
A. J. Scnoit and E. S. Jupp. Surg. Clin. N. Am., 1924, 
iv, 425. (231) 

An experimental study of the circulatory changes in 
hydronephrosis: a preliminary report relating to the uni- 
lobed kidney as instanced in the rabbit. F. HrymMan and 
D. M. Morison. J. Urol., 1924, xi, 435. 232! 

Hydronephrosis from anomalies of development of the 
ureters. W. BLock. Ztschr f. urol. Chir., 1924, xiv, 221. 

Traumatic hydronephrosis. F. Greco. Ann. ital. di 
chir., 1924, iii, 334. 

Resection of the nerves of the kidney for nephralgia and 
small hydronephrosis. E. Papin and L. AMBARD. 
Urol., 1924, xi, 337. [232] 

The relation of focal infections to the kidney. J. CRaw- 
FORD. J. Iowa State M. Soc., 1924, xiv, 215. 

Roentgenological examination in perinephritic abscess. 
R. P. Porter. Urol. & Cutan. Rev., 1924, xxviii, 301. 

The symptoms of renal tuberculosis. R. Von BANDEL. 
Ztschr. f. urol. Chir., 1924, xv, 72. 

Nitrogen metabolism in renal tuberculosis. M. Acri- 
FOGLIO. Policlin., Rome, 1924, xxxi, sez. chir., 177. 
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A report of two cases of early tuberculosis of the kid 


ney. M. Persson. Acta chirurg. Scand., 1924, lvi, 
525. 
The X-ray in bilateral renal tuberculosis: report of a 


case. J. D. Greson. Urol. & Cutan. Rev., 1924, xxviii, 312. 

Experimental chronic glomerulonephritis. L. Lrrrer. 
Arch. Int. Med., 1924, xxxiii, 611. 

The treatment of pyelonephritis with indwelling ureteral 
catheters: report of two cases. C. Bumpus, Jr. J. 
Urol., 1924, xi, 453. (233) 

Some types of chronic recurrent pyelitis and their 
treatment. F. Farman. California & West Med., 1924, 
Xxii, 203. {234} 

The etiology and pathogenesis of pyelitis and _pyelo- 
nephritis in nurslings. D. J. GonzAtez Epo. Pediat. 
espaii., 1924, xiii, 78. 

Primary actinomycosis of the kidney. D. P. Assorr, 
J. Am. M. Ass., 1924, Ixxxii, 1414. 

Kidney and ureteral calculi. J. C. NEGLEY. California 
& West. Med., 1924, xxii, 227. (234) 

The localization of calculi in the region of the kidneys by 
roentgenography. W. C. Barker. Urol. & Cutan. Rey., 
1924, XXVili, 282. 

The absorbability of urinary calculi with the X-ray as 
demonstrated on an X-ray plate. L. J. Menvitir. Urol. 
& Cutan. Rev., 1924, xxviii, 292. 

Kidney and ureteral stone surgery. H. L. Kretsc HMER. 
California & West. Med., 1924, xxii, 143. [ 

Pyelography. W. S. Pucu. U. S. Naval M. Bull, 
1924, XX, 559. 

Some cases of pyelography. L. DE LA PENA. Rev. espaii. 
de cirug. y urol., 1924, vi, 350. 

Filling the pelvis of the kidney under direct observation 
with the fluoroscope. F. B. SHetpon. Urol. & Cutan. 
Rev., 1924, xxviii, 300. 

Some observations on bilateral pyelography. A. |. 
Witirnsky. Urol. & Cutan. Rev., 1924, XXVili, 302. 

Ureteropyelography (urography) in abdominal diagno- 
sis. D. N. ErsenpRATH. Surg., Gynec. & Obst., 1924, 
XXXVili, 666. 

Papillary epithelioma of the kidney pelvis. C. Eccers 
and J. Fersen. J. Am. M. Ass., 1924, Ixxxii, 1415. 

A report of two carcinomata of the kidney with origin 
in papillomata of the renal pelvis. R. H. McCiecray. J. 
Urol., 1924, xi, 461. 235) 

Ureters. W. H. Wattace. Urol. & Cutan. Rev., 1924, 
XXViii, 306. 

A method for recording contractions of the intact human 
ureter. H. R. TRAtrNeR. J. Urol., 1924, xi, 477. 

The presenting symptoms, findings, and ultimate diagno- 
sis in 500 consecutive cases presented for ureteral catheter- 
ization. R. THompson and L. C. Topp. South. M. J. 
1924, xvii, 338. 

A report of a case of cyst of the left ureteral orifice 
F. W. Romarne. J. Urol., 1924, xi, 489. 

The forced ureter. G. GAYET and J. Rousset. J. d'urd 
méd. et chir., 1924, xvii, 97. (235 

Lesions of the ureter, with special reference to obstruc 
tion and infection: a factor in the development of certais 
forms of nephropathology. C. K. Smrru. Surg., Gynec, 
Obst., 1924, xxxviii, 509. (235 

The tube-shift maneuver in the demonstration of uretet 
calculus. C. D. Enrretp. Urol. & Cutan. Rev., 1924 
XXViii, 263. 

The management of ureteral calculi. 
South. M. & S., 1924, Ixxxvi, 237. 
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GERTOS 


Bladder, Urethra, and Penis 


A new operation for exstrophy of the bladder. J. E. 
Burns. J. Am. M. Ass., 1924, Ixxxii, 1587. 

Hypogastric cystoscopy. CAmINA. Rev. espafi. de 
cirug. y urol., 1924, vi, 135, 215. 

Frequent and painful urination from chronic congestion 
of the trigonum in women—treatment of rhythmic static 
induced electricity. S. Tousry. Urol. & Cutan. Rev., 
1924, xxviii, 267. 

A case of postoperative ulcerative cystitis. A. Fatsfa. 
Semana méd., 1924, xxxi, 928. 

Dermoid cysts of the bladder. S. Marrnacct. Policlin., 
Rome, 1924, xxxi, sez. prat., 421. 

Lithotrity. A. Mut y Girt. Siglo med., 1924, Ixxi, 366. 

A renascence of the lithotrite? Carrasco. Siglo med., 
1924, Ixxi, 271. 

Contribution to the surgical treatment of vesical tuber- 
culosis. G. Romano. Policlin., Rome, 1924, xxxi, sez. 

rat., 415. 
. Syphilis of the bladder. C. GREENBERG. Med. Herald, 
1924, xliii, 111. 

A case of vesical syphilis. M. Leutticaav. Policlin., 
Rome, 1924, Xxxi, sez. prat., 419. 

The treatment of tumors of the bladder. H. A. KeLty 
and W. NEILL, Jr. Urol. & Cutan. Rev., 1924, xxviii, 257. 

The treatment of tumors of the bladder with the high- 
frequency current. I. Gaupy. Bruxelles-méd., 1924, iv, 
787, 804. 

Radiation therapy of malignant bladder tumors. L. S. 
Goin. Urol. & Cutan. Rev., 1924, xxviii, 269. 

The importance of urethroscopy as a diagnostic, thera- 
peutic, and prognostic medium in chronic gonorrhceal 
urethritis. J. SALLERAS. Semana méd., 1924, xxxi, 1034. 

Roentgenography of the urethra with lipiodol. Sr1carp 
and Forestier. Bull. et mém. Soc. méd. d. hép. de Par. 
1924, 3s. xl, 316. [236] 

Stricture of the female urethra. W.S. PucH. Ann. Surg., 
1924, Ixxix, 770. 

A urethrovesical calculus formed about a suture. I. 
Covisa. Arch. de med., cirug. y especial., 1924, xv, 380. 

Reflex atrophy and contracture of the penis following 
tea G. Witson. J. Am. M. Ass., 1924, Ixxxii, 
1667. 

Keloid of the penis. E. O. Smiru. J. Urol., 1924, xi, 515. 

Cancer of the penis. C. M. Squrrru. Semana méd., 
1924, Xxxi, 735. 

Epithelioma of the penis. B. S. BARRINGER and A, L. 
DEAN, Jr. J. Urol., 1924, xi, 497. 


Genital Organs 


The mechanism of prostatic obstruction. J. S. Jory. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. Urol., 13. 

The treatment of hypertrophy of the prostate by X-ray 
and physiotherapy. O. W. Wyatt. Urol. & Cutan. Rev., 
1924, Xxvili, 304. 

The roentgen ray in the treatment of hypertrophy of the 
prostate. M. Hopces. South. M. & S., 1924, Ixxxvi, 234. 

The treatment of benign hypertrophy of the prostate 
with radium. C. F. Burnam and W. NIELL, Jr. Urol. & 
Cutan. Rev., 1924, xxviii, 261. 

The value of the cautery punch operation for contracture 
of the vesical neck. J. R. CauiK. Boston M. & S. J., 
1924, CxC, 700. 236| 

Prostatectomy: a report of twenty-five operations with 
one death. J. S. Horstey and A. I. Dopson. Virginia M. 
Month., 1924, li, 71. 

The indications, technique, and pre-operative and 
Postoperative management of suprapubic prostatectomy. 
V. Bia. Ztschr. . urol. Chir., 1924, xv, 103. 
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The Thompson-Walker modification of suprapubic 
prostatectomy. A. SALGAR. Repert. de med. y cirug., 
1924, XV, 284. 

The risks of prostatectomy. K. M. WALKER. Prac- 
titioner, 1924, cxii, 278. 

Clinico-histological findings in a case of papilliferous 
cystadenoma of the prostate. L. CoLetta. Riforma med., 
1924, xl, 193. 

Deep X-ray therapy in carcinoma of the prostate. A. 
SoILanpd and W. E. Costotow. Urol. & Cutan. Rev., 1924, 
xxviii, 266. 

Blocking the lymphatics in the control of carcinoma of 
the prostate gland. R. H. Hersst. J. Am. M. Ass., 1924, 
Ixxxii, 1590. 

Seminal vesiculitis. A. P. Martin. Siglo med., 1924, 
Ixxi, 241. 

A case of torsion of the left spermatic cord with necrosis 
of the testis and epididymis. G. Nicoricu. Policlin., 
Rome, 1924, xxxi, sez. prat., 545. 

The use of sulpharsenol in the treatment of gonor- 
rhoeal orcho-epididymitis. F. J. Semana 
méd., 1924, xxxi, 881. 

A form of cryptorchidism. P. Cuutro. Rev. de cirug., 
1924, iii, 41. 

The pathological testes; diagnosis; treatment. R. pe 
BuTLeR D’OrMOND. Rev. de med. y cirug. de la Habana, 
1924, XXix, IQI. 

case of teratoid tumor of the testis. 
Policlin., Rome, 1924, xxxi, sez. chir., 134. 

Impotence in the male. M. Hunner. Med. J. & Rec., 

1924, CxiX, 499. 


G. 


Miscellaneous 


Cystinuria; a comprehensive study of the report of an 
interesting case. A. HARRIS. Surg., Gynec. & Obst., 1924, 
XXXVlii, 640. 

Urobilin studies. The presence of urobilin and urobilino- 
gen in the urine and methods of eliminating them, under 
physiological conditions. E. B. SatéN. Acta med. Scand., 
1924, lx, 291. 

The quantitative test of permanganate in the urine. 
G. Artust. Riforma med., 1924, xl, 317. 

Hematoporphyrinuria as an independent disease 
(hematoporphyria) and as a symptom of liver disease and 
intoxications. F. Harsitz. Arch. Int. Med., 1924, xxxiii, 
632. 

Intravenous injections of urotropin in infections of the 
urinary tract. P. Crruentes and T. Martin LugQve. 
Med. Ibera, 1924, viii, 361. 

Gonorrhoea in 1924. G. W. Kinc. Northwest Med., 
1924, xxiii, 219. 

he use of vaccinotherapy associated with intramus- 
cular injections of milk in the treatment of gonorrhoea. 
A. TANSARD. Presse méd., Par., 1924, xxxii, 324. 

The surgical treatment of tuberculosis of the genito- 
urinary tract, including the kidneys, bladder, testicles, 
and seminal vesicles. V. C. Hunt. Arch. Surg., 1924, viii, 
811. 

Perspective in urinary tract examination. S. J. ALDEN. 
Urol. & Cutan. Rev., 1924, xxviii, 278. 

Roentgenology in urology and dermatology. 
Snow. Urol. & Cutan. Rev., 1924, xxviii, 285. 

The cause of stone in the urinary tract. W. M. Spritzer 
and P. Hitixowitz. J. Urol., 1924, xi, 327. 

The so-called albumin stones of the urinary tract. 
T. Ikoma. Ztschr. f. urol. Chir., 1924, xv, 1. 

Incontinence of urine. FE. M. Harris, Jr. U.S. Naval 
M. Bull., 1924, xx, 591. 

Increased urinary frequency; its causes, diagnosis, and 
treatment. T. M. Pau. Med. Herald, 1924, xliii, 104. 
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Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


The epiphyses of the bones of the extremities at puberty. 
W. E. Suttivan, F. D. Geist, and G. G. MUELLER. J. 
Bone & Joint Surg., 1924, vi, 239. [238] 

A study of the growing power of periosteal callus trans- 
planted to costal cartilages. G. H. KiInkKerruss. Surg., 
Gynec. & Obst., 1924, xxxviii, 625. [238] 

A contribution on hydatid cysts of bone and the vertebral 
column. J. KERSENTE. Presse méd., Par., 1924, xxxii, 396. 

The diagnosis of subacute osteomyelitis. C. E. SHat- 
tock. Practitioner, 1924, cxii, 296. 

Three cases of osteomyelitis. A. C. Stokes. Nebraska 
State M. J., 1924, ix, 182. 

Blood transfusion in subacute and chronic osteomyeli- 
tis. M. L. Janes. Am. J. Surg., 1924, xxxvili, 120. 

Tuberculous caries with abdominal abscess. J. H. 
Grove-WuiteE. Brit. M. J., 1924, i, 860. 

A case of tuberculous osteitis. R. Monop. Rev. de 
chir., Par., 1924, xliii, 264. 

The bone changes in Recklinghausen’s neurofibromato- 
sis. B. Brooks and E. P. LeHMAN. Surg., Gynec. & Obst., 
1924, XXxviii, 587. {238} 

A case of Kuemmel’s disease. J. E. M. THomson. 
Nebraska State M. J., 1924, ix, 178. {239| 

Bone tumors. F. G. HopGson. South. M. J., 1924, xvii, 


351. 
Syphilitic bursitis. J. E. Lane. J. Am. M. Ass., 1924, 
IxXxxii, 852. [239] 

The age factor in hypertrophic arthritis. T. A. WILLIs. 
J. Bone & Joint Surg., 1924, vi, 316. [239] 

Arthritis deformans: a clinical and anatomopathological 
study of fourteen cases. G. Forni. Chir. d. organi di 
movimento, 1923, viii, 87. (240) 

The causes of, and changes in, loose bodies arising from 
the articular surface of the joint. D. B. PHemister. J. 
Bone & Joint Surg., 1924, vi, 278. 241) 

Loose body formation in synovial osteochondromatosis, 
with special reference to the etiology and pathology. H. 
T. Jones. J. Bone & Joint Surg., 1924, vi, 407. {241] 

Muscle-fat tumors. K. PicHLer. Wien. klin. Wchnschr., 
1923, XXxvi, 887. 

Transverse striation and its relation to degenerative 
and regenerative changes of the muscles. P. HENRIKSEN. 
Acta chirurg. Scand., 1924, lvi, 559. 

The treatment of spastic conditions of the smooth 
muscles with camphor-benzylvalerianate. Kupic. Muen- 
chen. med. Wchnschr., 1924, Ixxi, 134. 

Progressive myositis ossificans: a report of a case and a 
review of the literature. A. P. MacKinnon. J. Bone & 
Joint Surg., 1924, vi, 336. {242} 

Simple splints for tendon contractures. G. HOHMANN. 
Ztschr. f. orthop. Chir., 1924, xliii, 555. 

Multiple calcification of the muscle tendon sheath. O. 
CANTELMO. Rassegna intrenaz. diclin.e terap., 1924, Vv, 150. 

Urate soda and cholesterin nodules on the tendons. <A. 
F. Jones. Nebraska State M. J., 1924, ix, 173. 

The use of tuberculin in surgical tuberculosis, par- 
ticularly for diagnosis. C. KrarMER. Zentralbl. f. Chir., 
1923, 1, 745. 

Painful scapula in osteomyelitis of the clavicle. F. 
VioLaA. Riforma med., 1924, xl, 488. 

A consideration of the round or stoop shoulder deform- 
ity, with the report of an aggravated case. W. A. Co- 
CHRANE, Edinburgh M. J., 1924, n.s. xxxi, 307. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Cervical ribs from a surgical viewpoint. P. Dvnan. 
Presse méd., Par., 1924, xxxii, 496. 

Congenital defects of the neck, with remarks on the 
etiology of the congenital elevation of the scapula and con- 
genital paralysis of the shoulder. C. Mav. Ztschr. f. 
orthop. Chir., 1924, xliii, 608. 

Congenital wry neck; incomplete quadriplegia of late 
appearance and progressive evolution. Occulta cervico- 
dorsal spina bifida. P. HARvieR and CHABRUN. Bull. et 
mém. Soc. méd. d. hép de Par., 1924, 3 s. xl, 624. 

The etiology of diseases of the costal cartilages after 
typhus. A.A. Dervisseur. Zentralbl. f. Chir., 1924, li, 483. 

Backache from a vertebral anomaly. T. A. WILI1s. 
Surg., Gynec. & Obst., 1924, xxxviii, 658. 

The mechanics of scoliosis. A. FARKAS. Ztschr. f. 
orthop. Chir., 1924, xliii, 557. 

Traumatic kyphospondylosis. GILBERT and POLLET. 
Bull. et mém. Soc. méd. d. hép. de Par., 1924, 3 s. xl, 656. 

Fundamental facts relative to the study of the vertebrae 
in industrial accident cases. A. W. GrorGe and R. D. 
LEONARD. Radiology, 1924, ii, 197. {242} 

Spondylitis—a submerged entity in the diagnosis of 
obscure conditions in the abdomen. W. H. Wattace. 
Radiology, 1924, ii, 307. 

A case of spondylitis deformans in a kinkajou. N. S. 
Lucas. Lancet, 1924, ccvi, 1055. 

Suboccipital Pott’s disease; sudden death. Sorret, 
Evrarp, and SorrEL-DEJERINE. Bull. et mém. Soc. anat. 
de Par., 1924, xciv, 86. {243} 

Suboccipital Pott’s disease; death from meningitis. 
SORREL, SORREL-DEJERINE, and Couturier. Bull. et 
mém. Soc. anat. de Par., 1924, xciv, 82. {243} 

Spina bifida occulta with spinal cord lesion. A. A. Ro- 
BERTSON. Med. Clin. N. Am., 1924, vii, 1855. 

A curious case of coxalgia. A. PERERA. Prog. de la 
clin., Madrid, 1924, xxvii, 454. 

A case of sarcoma of the ischium. R. M. Crookston, 
Med. J. Australia, 1924, i, 440. ; 

A case of displacement of the ilium of sixteen months 
standing; painless reposition; immediate recovery. E. F. 
CyriAx. Brit. J. Radiol., 1924, xxix, 135. 

Radio-ulnar synostosis. . Davenport, H. L. 
Taytor, and L. A. NeELson. Arch. Surg., 1924, viii, 795- 

The pathogenesis of Volkmann’s ischemic contracture. 
SOUBEYRAN and LENORMAND. Presse méd., Par., 1924, 
XXxii, 401. 

Swine erysipelas arthritis of the finger joints. H. Rass. 
Klin. Wchnschr., 1924, iii, 224. 

Lipoma of the thigh. K. Speep. Arch. Surg., 1924, Vill 
819. 
Pneumarthrosis as a diagnostic aid; report of a case ol 
loose internal semilunar cartilage. S$. KLernperc. Arch. 
Surg., 1924, viii, 827. : 

A foreign body in the knee joint simulating a lesion 
of the menisci. J. C. BruGEAs and F. M. Capen at. Bull. 
et mém. Soc. nat. de chir., 1924, 1, 487. 

Congenital contracture of the knee joints with web for- 
mation: observations on disturbances of growth of the 
epiphysis. M. Hackensrocu. Ztschr. f. orthop. Chir. 
1924, xliii, 508. 

Periosteal fibrolipoma of the foot. R. Tiuier. Bull. et 
mém. Soc. nat. de chir., 1924, 1, 481. 2 

Flatfoot pain without flat feet. A. SCHANZ. Zentralbl. 
f. Chir., 1924, li, 384. hea 

Diseases of the blood vascular system of the extremities. 
B. Brooks. J. Bone & Joint Surg., 1924, vi, 320- 
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Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The value of osteotomy in the correction of gross de- 
formity. H. W. Orr. Nebraska State M. J., 1924, ix, 165. 
Bone regeneration, pseudarthroses, and bone trans- 
plants. A. Brer. Arch. f. klin. Chir., 1923, cxxvii, 1. [245] 
The formation of pseudarthroses in bone transplants. 
W. OperMATT. Schweiz. med. Wchnschr., 1924, "7 aici 


The effect of periarterial sympathectomy on severe bone 
and joint tuberculosis. W. GuNDERMANN. Zentralbl. f. 
Chir., 1924, li, 336. : 

Extirpation of a cervical rib under local anesthesia. 
L. R. Ettars. Med. J. & Rec., 1924, cxix, 445. 

A clinico-operative contribution on painful sacralization 
of the last lumbar vertebra. E. Scraky. Policlin., Rome, 
1924, Xxxi, sez. prat., 610. 

Osteosarcoma of the humerus; resection and the trans- 
plantation of a graft from the fibula. J. Prncuart. 
Bruxelles-méd., 1924, iv, 845. 
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